AL 








ties 





TABLE OF CONTENTS 


471 























WYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYIYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYY. 
¢ 
be 
E The RHODE ISLAND MEDICAL JOURNAL 
a 
e 
F Editorial and Business Office: 106 Francis Street, Providence, R. I. 
F Editor-in-Chief: Joun E. DoNLey, M.D. 
r Managing Editor: JoHN E. FARRELL 
r Owned and Published Monthly by 3 
~ 
s THE RHODE ISLAND MEDICAL SOCIETY 3 
E Entered as second-class matter at the post office at Providence, Rhode Island i 
Single copies, 25 cents . . . Subscription, $2.00 per year. a 
: 
¢ Volume XLI, No. 9 September, 1958 _ 
> 
TABLE OF CONTENTS : 
~4 
PAGE : 
WHEN SHOULD HEART DISEASE BE COMPENSABLE? 
RATNER ORE EOI CT ee ee ter 481 2 
PRIMARY VARICELLA PNEUMONIA, A Report of Two Cases, 2 
Harry Bailey, M.B., CH.B., and Jamis Gailitis, M.D. occ... womens wiseneesensse 488 
BLACK CANCEROUS AND NONCANCEROUS LESIONS OF THE SKIN, 
Malcolm A. Winkler, M.D. ............. ERO RECO BaM AE Is Fir Ocha hee A RR THN IE 490 4 
SOME RHODE ISLAND PIONEERS IN CANCER SURGERY, je 
Sek S Ge MA so ee imine 492 
MEDICAL RESEARCH IN THE PREVENTION AND TREATMENT 
OF TUBERCULOSIS, Hom. Johm E. Fogarty, MoCo .0.0.:.0-cossoessessesssssessvesee wu 504 . 
EDITORIALS 4 
‘ Gamceic — Soom thie: Ams wee? .isesssiesccsccsccssssssccescscsestscszesasensssqunisasitioocaltcsbddnccctsnecooesesseecanseecee sthcees 498 a 
r TB Bne Nicpeteo tied) Febehtied t1 Cen sce ssscnnssscssscegcsnncepsscatssepsistbendevsisasactstnnessbcbaotncosdcatesstocssetetelin 499 4 
ra mira Dire a I iiss ccencsctcvestrinncenbioietnsn See ET eee 500 : 
‘a 
4 DEPARTMENTS 4 
S Medicare Program, New Regulations ..0..0..0.0..0...ccccccssssssssssssnnsensuntnsintisstntnesnsseeneinesnenese 514 4 
4 
ET OT Re TOON I TT eT nee) 517 ; 
» 
a OL OORT LORE OTE TROL TTR Te NOS 523 4 
~ 
MISCELLANEOUS 4 
~ 
Interim Meeting, Rhode Island Medical Society, Program .0..0.0.0.0.0.0.00.000emene 462 3 
Auxiliary Dinner Dance, Announcement ...0.cccccccsssssssessssstsssnsntnstssentneenaeneiaenee 512 4 
f 8 ge ee aes 521 ~ 
r Gerber Oration, Ammounceme nt o.iooiccocccccccccccssssesssssssvsssesssssisseseevnseseonessennnesssenessennnsseuseseseneee 522 3 
4 4 
> 2 
r 3 
A AAAAALELALALIAIIIAIIAA ALAS ALALAL LALLA LALLA 











The 


Achievements 
of 











...in Skin Diseases: In a study of 26 patients with severe der- 
matoses, ARISTOCORT was proved to have potent anti-inflammatory and 
antipruritic properties, even at a dosage only % that of prednisone’... 
Striking affinity for skin and tremendous potency in controlling skin dis- 
ease, including 50 cases of psoriasis, of which over 60% were reported as 
markedly improved*...absence of serious side effects specifically noted.":*** 


...In Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of ARISTOCORT corre- 
sponded in effect to 10 mg. of prednisone daily (in addition, gastric ulcer 
which developed during prednisone therapy in 2 cases disappeared during 


ARISTOCORT therapy). 


. Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: 


J. A. M. A. 165:1821, (Dec 7) 1957. 


. Shelley, W. B., and Pillsbury, D. M.: 


Personal Communication. 


. Sherwood, A., and Cooke, R. A.: Personal Communication. 


4, Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 


ON AW 


presented at International Congress on Rheumatic Diseases, 
Toronto, June 25, 1957. 


. Hartung, E. F.: Personal Communication. 

. Schwartz, E.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957. 
. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: 


Paper presented at Nephrosis Conference, Bethesda, Md., 
Oct. 26, 1957. 


. Ibid.: Personal Communication. 

. Barach, A. L.: Personal Communication. 
. Segal, M. S.: Personal Communication. 
. Cooke, R. A.: Personal Communication. 
. Dubois, E. L.: Personal Communication. 




















ewer ere 


Witton 





The RHODE ISLAND MEDICAL JOURNAL 








VOL. XLI 


SEPTEMBER, 1958 





NO. 9 





WHEN SHOULD HEART DISEASE BE COMPENSABLE? * 


WILLIAM E. R. GREER, M.D. 








The Author. William E. R. Greer, M.D., of Boston, 
Massachusetts. Assistant Professor of Medicine, Bos- 
ton University School of Medicine; Associate Visiting 
Physician, Massachusetts Memorial Hospitals; Asso- 
ciate Member, Robert Dawson Evans Memorial. 





Yih QUESTION of when heart disease should be 
compensable is being asked more frequently in 
these days of increased interest in both heart dis- 
ease and industrial medicine. Accidents and com- 
pensation insurance claims have caused a marked 
increase in legal actions concerning heart disease. 
The subject of compensable heart disease is fraught 
with conflicting theories, emotional aspects, eco- 
nomic and moral aspects, legalistic implications, 
and political influence. 

On the one hand, we, as physicians, are called 
upon to testify not only as to history, physical ex- 
amination results, and pathologic aspects but also 
as to the effects of stress, strain, trauma and other 
occupational aspects of heart disease. Not infre- 
quently, medical testimony is of little importance to 
the final court decision, 

There is a trend to make industry carry an in- 
creasing load of the nation’s bill for medical care ; 
and an increasing tendency among workers, as 
financial reserves disappear and hospital costs 
increase, to make any chronic, progressive disease 
a compensable legal action. As a result of these 
problems industry is becoming most reluctant to 
hire or re-hire the so-called cardiac worker even 
when there is good evidence that care of and plan- 
ning with the cardiac can salvage much valuable 
productivity which is now being wasted. 

Dr. Paul D. White! has written much that is 
most important to the subject. He has summarized 
the questions that need to be answered as follows: 

1. Does the man really have heart trouble, and, 

if so, what kind? 





Presented at the 147th Annual Meeting of the Rhode 
Island Medical Society, at Providence, Rhode Island, May 
14, 1958. 
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Could it be caused or aggravated by an injury 

or by the strain of unusual effort ? 

3. If so, was there such injury or strain in this 
case? 

4. And finally, was such injury or strain actually 

responsible for the heart trouble here, and to 

what degree? 


The major types of heart disease which are 
usually concerned in medicolegal actions are coro- 
nary, hypertensive, rheumatic, and traumatic. 

The first question to answer is, does the indi- 
vidual really have heart disease? In a study? of 631 
so-called cardiacs referred for evaluation there 
were 175 (28% ) who were found to have no heart 
disease at all. In most instances the erroneous diag- 
nosis was due to faulty interpretation of the his- 
tory, signs and symptoms. A review of cardiac 
diagnoses made by British army physicians in 
World War I established the fact that over 80% 
of the diagnoses of organic heart disease were er- 
roneous. Thousands of American soldiers have 
been carried on disability ratings with mistaken 
diagnoses of myocarditis, angina pectoris, mitral 
insufficiency and other conditions. The actual ex- 
tent of this problem in compensation cases is not 
known. I have seen two patients in recent months 
who are illustrative of the problem. 


case 1. A thirty-year-old fireman described chest 
symptoms after smoke inhalation which were inter- 
preted as possible angina pectoris by a young house 
officer. There have been multitudinous studies and 
examinations, all of which show no evidence of 
heart disease. However, the original hospital rec- 
ord was used as probable evidence of stress heart 
disease, and the individual is on total disability for 
some seven years at this writing. I might add that 
he seems to enjoy his status. 

cASE 2. The second case has a different ending. 
A forty-seven-year-old Ph.D., was accepted for 
employment on January 29, 1957, following a 
pre-employment examination. On his pre-employ- 


ment application there were questions regarding 
continued on next page 
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past or present significant disease. He wrote that 
he had had angina pectoris of one year’s duration. 
History revealed that one year previously, while 
he was riding in a bus, the vehicle suddenly stopped 
and he struck his chest against a handrail which 
caused him to have pain and nausea. The pain in 
his chest increased at this time. It was improved 
with aspirin. However, at. midnight he was sud- 
denly awakened with crushing pain in his chest 
which radiated up to his neck, through to his back 
and somewhat down his arms. He called a physician 
who made an immediate diagnosis of coronary 
thrombosis. The patient reiterated that he had just 
had a chest injury and that that undoubtedly was 
the cause, but the doctor was insistent that this was 
typical coronary thrombosis and he was put on 
complete bedrest. Electrocardiograms were taken 
which were interpreted as normal. However, the 
physician assured him this meant nothing and that 
he definitely had angina pectoris. 

Several days later ecchymosis appeared over the 
anterior chest wall in the region of the xiphoid and 
sternum. This was called to the doctor’s attention 
but he said it was coincidental and might have been 
due to the injury. After prolonged bedrest the 
patient was put on a program of restricted living, 
was not to climb stairs, was to walk slowly at all 
times, and use nitroglycerin whenever he had the 
pain. He used the nitroglycerin, but it never relieved 
the pain. He found that pain would be precipitated 
in this area by physical exertion such as working in 
the yard, reaching for things or driving while hold- 
ing his arms in one position a long time. The pain 
was never substernal, never radiated down his 
arms, and was more of a soreness and an ache. 
However, he lived under the fear of another coro- 
nary thrombosis until reporting for a pre-employ- 
ment examination. After a complete history was 
taken and a complete physical examination made, 
it was discovered that he had an old fracture of 
the 9th rib in the area of the xiphoid and also a 
fractured cartilage of the xiphoid. Marked tender- 
ness on pressure on the xiphoid reproduced the 
described pain. Electrocardiogram and step test 
were completely normal, and since that time the 
patient has been able to live a perfectly normal life, 
still having aching in the xiphoid, but having a com- 
plete change or turning point in his existence from 
believing that he had severe, progressive, coronary 
artery disease with angina, to the knowledge that 
he had an injury to his sternum. His physician paid 
no attention to his accident story. Remember that 
“all that squeezes is not angina.” 

I have been privileged, in the past two years, to 
participate in two national conferences and one 
panel on the relationship of heart disease to injury, 
stress and occupation. The general belief was that 
the cause of heart disease is not hard work, over- 
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exercise, or occupational stress and strain, but 
sedentary activities and poor health habits. 

There is good reason to believe that activity does 
no harm to the patient with valvular heart disease 
as long as symptoms do not result, nor does it hasten 
the onset of ultimate heart failure. Stress or trauma 
is not likely to hasten trouble unless disease and 
stress are of a considerable magnitude. Recently, 
I saw a forty-nine-year-old patient who has had 
mitral stenosis since the age of twelve years and 
who has been a professional football player, profes- 
sional baseball player, merchant marine, and pres- 
ently an active longshoreman ; he has never exhib- 
ited any cardiovascular symptoms or cardiomegaly, 
nor will he slow down his activities. There is a man 
in our cardiac outpatient department with free 
aortic regurgitation and mitral stenosis and insuf- 
ficiency (B. P. 300/10) and a huge heart who states 
that he felt perfectly well until he followed our 
advice about work. His occupation for years has 
been that of an outside painter. This job involved 
hauling himself up 60 feet or more on scaffolding, 
and at night he engaged in athletic pursuits. At our 
suggestion, he obtained work involving less phys- 
ical effort and stated that he felt miserable. As a 
result he has returned to his previous work. How- 
ever, not long ago, I saw a forty-four-year-old fire- 
man who had asymptomatic mitral stenosis until an 
episode of severe smoke inhalation with loss of con- 
sciousness. He immediately developed auricular 
flutter and fibrillation plus intractable heart failure. 
Certainly, this is an example of aggravation of a 
pre-existing disease. 

Hypertensive heart disease is not caused by 
trauma and strain. If the hypertensive cardiovas- 
cular disease is far advanced, then it is conceivable 
that severe physical strain or emotional stress might 
precipitate unfortunate consequences. We have ad- 
mitted one lady innumerable times for heart failure 
precipitated by family altercations, friends discuss- 
ing her health or other emotional problems but 
never, as yet, precipitated by physical activity. | 
recall one male with advanced hypertensive heart 
disease who developed severe tachycardia and heart 
failure within minutes after a sedation test was 
instituted without proper explanation of the reasons 
for bed boards, application of posey belt, and shut- 
ting him ina dark room. It was my belief that fright 
was the precipitating cause. Coincidentally, another 
patient with hypertensive heart disease was given 
5 cc. of epinephrine (1:1000) by mistake and de- 
veloped severe tachycardia and congestive heart 
failure. Endogenous and exogenous adrenalin 
seemed to have accomplished similar effects. 

It is most important to know whether the history 
is reliable. I have had recent experience in court 
with an individual who died two years following 
a myocardial infarction that his lawyer alleges was 




















due to his occupation. The medical history and the 
medicolegal history showed many differences. 


Traumatic Heart Disease 


There has been considerable interest shown in 
the question of the causal relation of trauma to 
acute heart involvement or to the aggravation of 
pre-existing heart disease. Mechanical violence may 
injure the heart by its direct and immediate effects. 
However, as has been pointed out, coronary throm- 
bosis is rarely the direct result of trauma. Moritz* 
classified the various types of injury of the heart 
from direct trauma as: (1) Commotion where there 
may be immediate fatal or non-fatal disturbances 
of cardiac rate and rhythm. (2) Contusion in which 
the myocardium is bruised. This is not necessarily 
fatal nor yet necessarily symptomatic. It is an all 
or none phenomenon, as is commotion, in that func- 
tional disturbances are immediately fatal or tran- 
sient and inconsequential. Usually one sees QRS 
changes and T-wave inversions on the electro- 
cardiogram which are transient. (3) Laceration in 
which the heart is lacerated by explosive effects of 
a blunt impact and is usually fatal or direct lacera- 
tion by penetration of bullet, knife, or fractured rib. 
(4) Valvular avulsion wherein sudden rapid dis- 
placement of blood due to blunt or crushing injury 
lacerates the heart valves. Usually the aortic or 
mitral valves are involved and sudden death is the 
rule. However, there may be progressive cardiac 
dilation and failure. (5) Coronary artery contusion 
wherein a superficial segment is bruised and throm- 
bosis results, with angina pectoris or myocardial 
infarction. This is very rare such as in the effects 
of a spent bullet. Another type of traumatic heart 
disease that one of my colleagues* has noted is 
strangulation of the myocardium through a rup- 
tured pericardium. In one of his recent cases this 
strangulation resulted in occlusion of the coronary 
vessels, with death in a possibly curable surgical 
condition. 

One of my first experiences with traumatic heart 
disease was with a thirty-five-year-old male who 
was struck on the left chest by a heavy crate of 
fruit which caused transient syncope. The next 
morning chest pain and pressure in the mid-chest 
area developed, but lessened with time. Three days 
later the chest symptoms were so severe as to cause 
his admission to a hospital. Electrocardiograms re- 
vealed evidence of a myocardial infarction. Follow- 
ing this he developed angina pectoris on even mini- 
mal exertion and was unable to do manual labor. 
An ill-advised Master’s step test done about a year 
later by an insurance physician who believed the 
patient was malingering, was associated with an- 
gina and death within 24 hours. It is important to 
note that although the patient considered himself 
to be previously healthy, exudates and grade II 
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sclerosis were noted in his retinae. In addition, his 
family history was poor, both parents dying of 
heart disease at forty-two years of age, one brother 
at thirty-five years of age, of coronary thrombosis, 
and two sisters at age forty, of unknown causes. 
Certainly, this was compensable heart disease, but 
undoubtedly was due to trauma in relation to pre- 
vious undiagnosed, symptomless, arteriosclerotic 
heart disease. One other case referred to me as 
heart disease due to chest trauma was only sinus 
arrhythmia which had been present for years. 

Traumatic rupture or dissection of the aorta may 
occur especially in steering wheel injuries. These 
are usually fatal, but we have observed one young 
man who survived traumatic aortic dissection after 
an automobile accident. 

One of the most unusual compensable types of 
heart disease was sent to us for evaluation in 1948. 
The patient was a forty-three-year-old male who 
had been shot in the right lower neck area some 14 
years previously, while he was firing on strike- 
breakers in a coal mine area. There was sudden 
development of a fluctuating mass in the right side 
of his neck. Following healing without medical care 
the patient noted a constant buzzing noise in his 
right ear. Seven years after the injury exertional 
dyspnea was noted. Eventually, the dyspnea in- 
creased and ankle edema developed. He was re- 
ferred as a compensation case. Clinical examination 
and studies revealed the presence of a vascular 
aneurysm, probably associated with an arterio- 
venous fistula in the region of the right supracla- 
vicular fossa. Secondary to this traumatic anomaly 
the patient had developed hypertension with even- 
tual congestive heart failure. 

Recently, I have observed a traumatic aneurysm 
of the subclavian artery which developed over a 
period of months following an auto accident asso- 
ciated with chest trauma. His operative course was 
stormy, with massive pericardial effusion, but he 
eventually made an excellent recovery. 

It is well to remember that skeletal injuries such 
as strenomanubrial separation, cervical subluxa- 
tion, and cervicodorsal radiculitis may simulate 
coronary artery disease in symptomatology. Re- 
cently, I consulted on a fifty-four-year-old male 
because of alleged angina pectoris, following a 
steering wheel injury. There were frequent epi- 
sodes of left upper anterior chest pain with arm 
radiation which came on at rest or with exertion, 
and often awakened the patient from sleep. Elec- 
trocardiograms, single and double Master’s step 
tests were all normal. Cervical spine X rays re- 
vealed subluxation of a cervical vertebra. Appro- 
priate traction therapy and use of a Thomas collar 
relieved all the patient’s so-called heart symptoms. 
He discarded his nitroglycerin with great pleasure. 


In medicolegal problems of traumatic heart dis- 
continued on next page 
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ease one is usually dealing with the possibility or 
probability of causal relationship of the injury to 
coronary insufficiency. It is well to remember that 
other bodily injuries, in the presence of coronary 
atherosclerosis, may elicit circumstances that have 
cardiac effects. The proof of cardiac injury depends 
on findings of structural damage, changes of heart 
size, abnormal heart sounds and _ electrocardio- 
graphic abnormalities not previously present or 
presumed to have developed acutely or nearly so 
in a supposed healthy, young individual.' There 
may be inaccurate or exaggerated statements by 
some claimants in view of the financial implications, 
so the history must be carefully checked, and the 
diagnosis based mainly on objective findings and 
laboratory data. 


Stress and Strain in Heart Disease 


There is probably a small number of cases where 
factors of effort or strain, either of physical or 
emotional type, can cause an additional burden in 
persons whose coronary arteries are narrowed by 
coronary atherosclerosis. It is very doubtful that 
stress or strain alone ever produces coronary 
thrombosis in normal arteries. Certainly, the more 
diseased a heart is, the more easily it may be dam- 
aged by stress or strain. Moritz? has emphasized 
that an episode of stress may precipitate acute coro- 
nary insufficiency in a person with atherosclerotic 
heart disease. However, frequently it is impossible 
to evaluate the significance of the particular epi- 
sode of stress or injury that the disabled person 
stipulated as the precipitating cause of his disability. 
If the stress is clearly severe and the onset of heart 
failure immediate, the probability of a causal rela- 
tionship can scarcely be denied. Any appraisal of 
causal relationship presents a difficult problem and 
each case must have individual consideration with 
thorough review of all findings. One must consider 
how much of the damage was due to the progres- 
sive, chronic process and what is possibly added 
damage or disability due to stress or strain. It is 
well to remember that all persons who have coro- 
nary atherosclerosis have a potential liability to 
coronary obstruction by thrombosis at any moment. 
In addition, these individuals may suddenly die of 
physiologic disturbances of rhythm. The patient is 
dealing with a progressive pathological process 
which ordinarily pursues its natural course of 
obstruction or narrowing without any relation to 
external influences such as stress, strain, or trauma. 

Coronary thrombosis occurs in the absence of 
stress or strain, and usually at rest or during ordi- 
nary activities, frequently at night and often in the 
‘arly morning hours when the blood pressure is 
low and coronary blood flow is diminishing. Yater® 
and others noted that 89% of thrombi in young 
patients who were in bed at the time of coronary 
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thrombosis were fresh, as compared with 73 6 of 
those in patients engaged in mild or mod«rate 
activity and 63% of those engaged in stretiious 
activity. These authors concluded that rest is sore 
favorable for the formation of thrombi than activity 
and that death is more likely to occur when « pa- 
tient, with a fresh thrombus, is at rest than when 
he is active. The state of the circulation during sleep 
is more favorable to thrombosis ina sclerotic artery, 
but it is not as conducive to acute coronary insuf- 
ficiency as activity when the thrombus is old. It 
takes time for occlusion to occur and when final 
obstruction occurs during the course of work, it 
doesn’t necessarily mean that work brought it on. 

It was pointed out that each case must be given 
individual consideration. I have already mentioned 
the young man who died following an ill-advised 
step test. A most interesting comparison is noted 
in a personally observed case in which a forty-four- 
year-old executive with a fresh acute myocardial 
infarction was by mistake subjected to a Master's 
two-step test. The circumstances were that he had 
canceled a previous appointment for an exercise 
test several months previously, when his electro- 
cardiogram was normal, but did appear at a lab- 
oratory and demand the test later without mention- 
ing the presence of severe chest oppression for 
several preceding hours. An unwilling technician 
performed the test which happily and remarkably 
was without incident. As noted the control tracing 
showed an acute inferior myocardial infarction with 
a pulse rate of 120. After the single Master exer- 
cise tolerance test (22 trips in 90 seconds ) the rate 
was essentially unchanged. A control rate of 120 
ordinarily suffices to produce a positive test even 
in normals. The absence of any significant change 
except for slightly increased S-T elevation in lead 
3 at one minute and at 5 minutes after exercise in 
these tracings is therefore even more remarkable. 
A hospital tracing an hour later showed no change. 
Here is an example where an accepted exercise 
test for myocardial insufficiency was nearly nor- 
mal even in the presence of an acute myocardial 
infarction, 

Sprague® has noted that emotional stress, pro- 
posed as an agent in the cause of atherosclerosis, 
is an easy way out because it almost precludes sci- 
entific investigation. He points out that no one can 
measure emotional stress, since it has no meaning 
except in relation to him who is stressed. Further- 
more, it creates the belief that emotional stress is 
a bad thing. Therefore, not only are pain, anxiety, 
grief, fear, anger, and frustration undesirable, but 
so also must be joy, pride, success, striving, and 
love. The danger of attributing cardiovascular dis- 
ease to emotional tension is that it makes everyone 
fearful lest he find himself in a situation of anxiety, 
and it fosters belief that struggle and achievement 
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are lethal, whereas they are probably healthy. It 
plays into the hands of those who would have us 
believe that work causes heart disease, which is 
not so. 

To establish a causal relationship between stress 
and heart disease there must be an honest and re- 
liable history. The cardiovascular symptoms should 
accompany or immediately follow an event or 
events to which heart injury is ascribed. Other- 
wise there should be a gradual and continuous de- 
velopment of cardiac signs and symptoms during 
a reasonably short period. 

On May 8, 1958 the Massachusetts Supreme 
Court decided that a city employee was entitled to 
benefits because he died of a heart attack after 
being chastised by his foreman. His widow was 
awarded $15,000 plus a $3400 pension for life. 
This decision set a precedent, since it brought heart 
attacks of this sort within the category of injuries. 
I hesitate to think what effect this will have on 
industry’s attitude toward the cardiac worker. 

I have observed a most interesting and frighten- 
ing phenomenon of the effects of induced severe 
stress in a twenty-two-year-old male with a pheo- 
chromocytoma. A histamine test was done when 
the control arterial pressure was about 240/140 
mm. Hg. There was an immediate fall in both sys- 
tolic and diastolic pressures followed by a rise to 
extreme levels accompanied by alarming symptoms 
of pain. In spite of immediate relief of his violent 
hypertension by use of dihydroergokryptine, this 
young boy had suffered an acute posterior myo- 
cardial infarction. Happily, he made an excellent 
recovery and the removal of an adrenal tumor was 
without incident. 

Emotional stress is an individual interpretation. 
Several personally observed examples of this are 
most interesting. A fifty-three-year-old research 
worker had incurred three myocardial infarctions 
(1945, 1950, and 1955) but worked to full extent 
without cardiac symptoms. Several months ago he 
incurred severe second and third degree burns of 
both hands by accidentally touching a 10,000 volt 
circuit. He walked to the company medical depart- 
ment for treatment. During the episode and subse- 
quently, he suffered no symptoms or signs of coro- 
nary insufficiency. However, a sixty-four-year-old 
machinist who had suffered one myocardial infare- 
tion six years previously and who as a child always 
fainted at the sight of blood, one day recently col- 
lapsed and was pulseless when he suddenly ob- 
served minor bleeding from his finger. On recov- 
ery, auricular fibrillation was evident. His emotional 
response to personal injury apparently set up com- 
motion in a diseased heart. I have also observed a 
fifty-three-year-old worker who had had angina 
pectoris for 11 years but had had no evidence of 
coronary insufficiency from two separate accidents, 


one in which an oil drum fell from a height to 
injure his legs and the other after a fall from a 
twelve-foot height. Another example of the effects 
of emotion was illustrated by a patient who had 
incurred four myocardial infarctions and was sub- 
jected to emergency cholecystectomy. The post- 
operative course was without incident until one 
week later when severe angina developed follow- 
ing a visit of the president of the corporation in 
which the patient was only a worker. 

Several examples of the cardiovascular effects 
of physical stress that I have noted in my personal 
experience are of interest. 

A fifty-three-year-old executive who had myo- 
cardial damage by electrocardiogram, was running 
full speed to catch a departing train. He suddenly 
collapsed and died of an acute coronary thrombosis. 

In another case a sixty-one-year-old worker was 
admitted to the hospital with a history of fever, 
dyspnea, low back pain, and abdominal distention 
of eight days’ duration. One month previously, 
while lifting a heavy piano, he developed severe 
low back pain. After several days bedrest at home, 
he was admitted to a small hospital. However, in 
view of his puzzling diagnosis he was transferred 
to the Massachusetts Memorial Hospitals for fur- 
ther evaluation. Studies showed temperature 104°, 
pulse 140, blood pressure 110/70. He was dyspneic, 
cyanotic, and showed marked abdominal distention. 
The peripheral pulses were normal. Marked anemia 
(hemoglobin 8.1 gms.% ) was present. A diagnosis 
of dissecting aortic aneurysm with rupture into 
the retroperitoneal area was confirmed by opera- 
tion. Operative cure was not feasible and death 
occurred. 

Another example of the effects of emotional 
stress was illustrated by my finding a classical pic- 
ture of a posterior myocardial infarction on a rou- 
tine electrocardiographic examination. The patient, 
after much probing, remembered that a year pre- 
viously, he had become very upset at a directors’ 
meeting in another city and developed a severe feel- 
ing of chest oppression that necessitated his staying 
up in a chair all night. However, since he was busy, 
he never took time off for a medical check-up until 
a year later. 

In a study of 202 employees with cardiovascular 
disease at the Gillette Company in Boston we were 
able to demonstrate that under proper job place- 
ment and satisfactory mental and emotional states, 
cardiacs in industry exhibited a good report in so 
far as work efficiency, absenteeism, accidents and 
need for special considerations were concerned. 
Working capacity evaluation of the cardiac worker 
must rest on careful clinical judgment of the phys- 
ical and mental capabilities of the employee in rela- 
tion to the requirements of the job to which he is 


to be assigned or re-assigned. About 8% of the 
continued on next page 
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2,600 workers examined had evidence of cardio- 
vascular disease. Cardiovascular disease was not 
considered as a deterrent to advancement in posi- 
tion. On the whole, the cardiacs studied had not 
presented a safety hazard, had not shown unusual 
absenteeism, had produced at a profit, and had 
shown no objective evidence of deterioration or 
aggravation of their disease because of their occu- 
pations. 

There have been no cardiac compensation claims 
for death or disability in the six-year period of this 
study. 

Report on 56 Cases 
Ina study of 56 cases of coronary artery disease 


in this group, we noted that 10 employees had in- 
curred more than one myocardial infarction. 


Myocardial Angina Pectoris 
Age at Time Infarction Only 
30 — 40 years 3 (1 dead) 1 
40 — 50 years 11 (1 dead) 2 (1 dead) 
50 — 60 years 27 (1 dead) 4 
60-65 years 6 (2 dead) 2 


More than one myocardial infarction 
Two episodes—5 cases (1 dead) 
Three episodes—2 cases 
Four episodes—2 cases (dead) 

Five episodes—1 case (dead) 





Years worked since 
first myocardial infarction 


Less than one year—2 cases 

One year—6 cases (2 dead) 

Two years—7 cases 

Three years—7 cases 

Four years-—5 cases 

Five years—-3 cases 

Six years—7 cases 

Fight years—6 cases 

Nine years—1 case 

Ten years—2 cases 

Fifteen years—1 (dead) 
Forty-four workers have contributed 224 years of 
employment since having myocardial infarction. 
About 50% of these workers have worked three 
years or more and 35% have worked at least five 
years since the initial coronary thrombosis. 

It was of interest to note that in the 56 cases of 
coronary artery disease, the onset of symptoms of 
myocardial infarction or severe angina pectoris 
occurred in 48 cases while they were sitting at home 
or resting in bed, in three cases while performing 
ordinary activities at home, and after exertion in 
five cases. Of the cases occurring after exertion the 
following histories were given: 

1. A forty-five-year-old male shoveled snow, 
had a huge breakfast including 6 eggs, and 
then developed a coronary thrombosis while 
driving to work. 

2. A sixty-three-year-old male developed a coro- 

nary thrombosis after shoveling snow follow- 
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ing a day’s work. 
3. A fifty-one-year-old male carried a heav\ can 


of oil up some stairs at home and following 
this suffered a coronary thrombosis. 


4. A fifty-four-year-old male ran at full speed to 
catch a moving train and died immediately, 


5. A sixty-three-year-old male walked rapidly 
for a long distance and then noted severe 
angina pectoris for the first time. 


It was of interest to note that most of the coro- 
nary disease workers had less angina at work than 
at home. Furthermore, when angina did occur at 
work it was usually in the first two hours. This may 
represent failure of adaptation from home to occu- 
pational environment. Metabolic work of the heart 
can be influenced by such factors. 


Workmen’s Compensation 

Workmen’s Compensation is rapidly evolving to 
a point where it is almost a sickness and health in- 
surance for degenerative diseases. It is going far 
afield from the original intent of the act—care of 
the worker injured on the job. As Clark® and others 
have so concisely stated the problem: “The concept 
of ‘injury’ has changed over the years. Now, in- 
deed, employment of itself appears to constitute an 
injury. Giving a man a job seems to be the equiva- 
lent of doing him, physically, a disservice.” Unem- 
ployment is certainly far worse for the heart, dis- 
eased or not, than a daily job that is within the 
mental and physical capabilities of the worker. Over 
one half of all males in the United States from the 
age of 45 to 50 are believed to show the presence of 
coronary artery disease. It is then, at present at least, 
an inevitable feature of life, against which we have 
no protection except perhaps exercise and, perhaps, 
diet. However, in the courtroom decisions are fre- 
quently made without post-mortem examination or 
presumptive knowledge of pathologic occurrences. 
Conclusions are drawn by a lay board on medical 
advice that may or may not be accurate. Changing 
and confusing decisions are evident, all leading 
clearly to the assumption that work is to blame 
when there is any association. This essentially often 
removes the subject from medical judgment. 


The latest report on the extent of compensation 
claims for heart disease in Massachusetts has been 
kindly provided by the Massachusetts Workmen's 
Compensation Rating and Inspection Bureau. 

We observe a steady increase, absolute and rela- 
tive, in death claims from heart disease between 
1948 and 1952, except for the 1949 decline and a 
slight decline in 1954. The total payments for heart 
cases, including disability, seem to show a steady 
rise until 1954 when there was a mild decline. 
Statistics from 1954 to the present are not yet 
available. 
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ANALYSIS OF DEATH AND PERMANENT TOTAL CASE REPORTS OF MASSACHUSETTS 


% of 
Policy Year Kind Heart Cases 

1948 Death 24.3% 
P.T. 3.2% 

1949 Death 19.7% 
PT. 3.4% 

1950 Death 25.4% 
P.T. 4.1% 

1951 Death 28.8% 
P.T. 3.3% 

1952 Death 36.9% 
PF. 5.0% 

1953 Death 43.9% 
P.T. 8.7% 

1954 Death 39.1% 
P.T. 48% 


One can reasonably expect many more compen- 
sation claims for cardiac disease in view of the new 
law expected to be passed. It states as follows: 
“Notwithstanding the provisions of any general or 
special law to the contrary affecting the non-con- 
tributory or contributory system, any condition of 
impairment of health caused by hypertension or 
heart disease resulting in total or partial disability 
to any employee of the Commonwealth of Massa- 
chusetts or its political subdivisions, shall be pre- 
sumed to have been suffered in line of duty, unless 
the contrary be shown by competent evidence.” The 
original law passed in 1951 concerning policemen 
and firemen provided a marked increase in compen- 
sation claims so one would expect an even greater 
increase following passage of this law. 


General Conclusions 

In concluding, one may say that in order to 
understand the problems involved in compensation 
heart cases there must be a clarification of the basic 
factors underlying heart disease. As noted, there 
are two schools of thought concerning the question 
of causal relationship between effort or strain and 
subsequent heart disability. Most of the cases con- 
troverted involve degenerative heart disease. Be- 
cause of inconsistencies and divergence of medico- 
legal opinion a questionnaire to canvass the view of 
398 internists and/or cardiologists was recently 
prepared by New York State authorities.” The 
following conclusions were reached: 


1. Work does not produce heart disease. (93.9% 
against 1.5% ) 

2. Coronary atherosclerosis or some other form 
of coronary disease must have pre-existed in 
an individual who suffers a coronary occlu- 
sion and myocardial infarction. (93.4% 
against 6.3% ) 


3 Incurred Losses 

Indemnity and Medical Combined 

Number of % of Total Payments 
Heart Cases Payments Heart Cases 

45 17.2% $251,646 

2 3.8% 61,596 

38 16.5% 269,557 

2 1.3% 23,389 

53 16.9% 374,669 

3 4.2% 119,015 

68 21.1% 541,178 

2 2.7% 54,604 

87 24.2% 688,953 

1 3.9% 22,862 

108 35.5% 1,043,381 

2 3.3% 24,160 

91 29.2% 909,682 

1 2.9% 30,068 


3. Performance of the same type of moderately 
heavy work without engaging in unusual exer- 
tion or strain has no injurious effect upon the 
heart. A myocardial infarction occurring dur- 
ing such work is not causally related to the 
employment. (88.6% against 7.1% ) 


4. Subsequent attacks of myocardial infarction 
are not causally related to the first attack, but 
to the underlying pathology of the coronary 
vessels in the heart. (82.9% against 12.9% ) 

. Opinion on the effect of strenuous physical 
exertion or emotional disturbance upon the 
heart was divided. 46.6% considered that 
there was a causal relationship between stren- 
uous work and an ensuing myocardial infarc- 
tion ; 49.5% did not. The general opinion was 
that the emotional factor plays a more im- 
portant role in bringing on such an attack than 
the physical. 

6. Opinion was divided on whether a person has 
a permanent partial disability after he has 
recovered from his myocardial infarction and 
returned to work and is asymptomatic. 45.8% 
felt that there was a disability and 47.9% that 
there was not. 


wm 


Finally, I have attempted to discuss some of the 
problems involved in determining when heart dis- 
ease should be compensable. Certainly where causal 
relationship is a “probability” and not “possibility” 
then just compensation should be rendered. How- 
ever, if interpretations are too liberal and lay 
authorities too sympathetic a number of problems 
occur. These include prolongation of disability, 
increased industrial prejudice against hiring the 
cardiac worker, failure of cardiac rehabilitative 
programs, and eventually a disservice to the com- 


munity at large. 
concluded on page 489 
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PRIMARY VARICELLA PNEUMONIA 


A Report of Two Cases 
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+ pies RECENT YEARS, varicella has been consid- 
ered a mild disease, commonly affecting chil- 
dren, occurring less often in adults and invariably 
pursuing a relatively benign course to complete 
recovery. However, it has been increasingly recog- 
nized during the past few years that the disease 
may take a more serious course, particularly in 
adults, and that in the latter, the risk of developing 
primary varicella pneumonia is a definite hazard. 


Case 1 

A thirty-six-year-old housewife was admitted to 
the Newport hospital on April 6, 1958. Five days 
prior to admission she had experienced the onset of 
chills and fever. Two days before admission she de- 
veloped the typical vesicular lesions of varicella. 
For twenty-four hours before admission she had 
had cough with dyspnea, tachypnea and_ blood- 
stained sputum. 

Her young son was recovering from an uncom- 
plicated attack of chickenpox. 

Physical Examination. This revealed a_ well- 
nourished white female in moderate respiratory 
distress. There were typical varicelliform lesions in 
various stages of development on the trunk, arms, 
face, neck and soft palate. In addition, there were 
signs of bilateral bronchopneumonia. The temper- 
ature was 103 degrees f., pulse rate 100 per minute 
and respirations 30 to 40 per minute. The rest of 
the physical examination was essentially normal. 

Investigations. Hemoglobin, 16 Gm. per cent, red 
blood cells 5.4 millions per cubic millimeter, color 
index 0.96., hematocrit 42 per cent, white cell count 
7,100 per cubic millimeter with 63 per cent neutro- 
phils and 37 per cent lymphocytes. Serum tran- 
saminase 11 units. Culture of the sputum revealed 
only commensals. The blood sedimentation rate 
was 20 millimeters in one hour. Urinalysis was 
essentially normal. X ray of the chest showed ex- 
tensive patchy, hazy mottling throughout both lung 
fields. An electrocardiogram was normal. 


Clinical course. The patient was treated symp- 
tomatically. Antibiotics were withheld. Within 
forty-eight hours the pyrexia had settled from 103 
degrees to 98.4 degrees, where it remained until her 
discharge from hospital. Her chest X ray showed 
50 per cent clearing during this same forty-eight 
hours. The white cell count and sedimentation rate 
showed a slight elevation during the first few days 
in hospital and this elevation persisted until her 
discharge. Throughout her stay in hospital she 
made a steady clinical improvement and on the 
tenth day after admission her chest was free of 
physical signs and showed 90 per cent clearing on 
X ray. 

The patient was discharged on the eleventh day 
and has remained well. 


Comment 
This case illustrates the typical features of pri- 
mary varicella pneumonia in a young woman, with 
rapid initial recovery and a favorable outcome. 


Case 2 

A thirty-four-year-old white male was admitted 
to Newport Hospital on December 21, 1948, with 
chills, dyspnea and tachypnea which began twenty- 
four hours previously, and had persisted up to the 
time of admission. Two days prior to this he had 
developed a typical varicelliform rash. He had been 
in contact with a child in the household who was 
recovering from chickenpox. 

Physical E-xamination. This revealed a very dis- 
tressed white male who was cyanotic and dyspneic. 
The temperature was 105 degrees f., pulse rate 115 
per minute and respirations 40 per minute. He 
showed varicelliform skin lesions in various stages 
of development and there were signs of bilateral 
bronchopneumonia. The rest of the physical exam- 
ination was essentially normal. 

Investigations. Hemoglobin 16.2 M. per cent, 
color index 1.0, red blood cells 5.2 millions per cubic 
millimeter, white blood cells 12,450 per cubic milli- 
meter with 76 per cent neutrophils and 24 per cent 
lymphocytes. Urinalysis showed 1 plus albumen, 
but was otherwise normal. The patient was ex- 
tremely distressed and no X ray of the chest was 
taken on the day of admission. 
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Clinical Course. The pyrexia persisted ; he was 
placed in an oxygen tent ; two units of plasma were 
administered and he was put on penicillin therapy. 
He steadily deteriorated and died only twenty 
hours after admission. Permission for autopsy was 
refused. 


Comment 
This patient had the same manifestations of pri- 
mary varicella pneumonia as Case 1, but in contrast, 
his illness pursued a fulminating course with a fatal 
outcome in the first forty-eight hours. 


Discussion 

Few textbooks of medicine mention primary 
varicella pneumonia as an entity, and it was not 
until 1942 that Waring! reported the first case in 
the American literature. By 1955 there were still 
only fifteen cases in the literature when Hampton? 
reported another case. Weinstein and Meade?® in 
1956, reported five cases which they had seen and 
treated in one year and stressed the occurrence of 
the condition almost exclusively in adults. A review 
of the literature revealed that respiratory compli- 
cations were common in chickenpox, but they had 
previously been attributed to secondary bacterial 
invasion. More recently Krugman et al.* reviewed 
118 cases of varicella admitted to their unit, of 
whom 30 were adults. Ten of these developed the 
typical manifestations of primary varicella pneu- 
monia. They point out that varicella resembles 
other virus diseases, notably infectious hepatitis, 
poliomyelitis, mumps and rubella, in following a 
more severe course in adults than in children, 
although Haggerty and Eley® have reported severe 
forms of chickenpox in children who have been on 
steroid therapy. 


Clinical Features 

The disease has been reported in adults between 
the ages of nineteen and seventy-one. The charac- 
teristic varicelliform eruption is followed in from 
two to seven days by cough, fever, chest pain, 
dyspnea, tachypnea, cyanosis and_ occasionally 
hemoptysis. 

Examination reveals bilateral bronchopneumo- 
nia. The white blood count may be elevated or nor- 
mal. Serological studies for influenza, streptococ- 
cus M.G. and cold agglutinins are negative and 
sputum culture shows only commensals. The radio- 
logical appearance is highly characteristic, with 
diffuse nodular infiltrates in both lung fields. 

The clinical course ranges from the relatively 
benign, with complete clinical and radiological reso- 
lution in a week, to the rapidly fulminating and 
fatal case. Both types are illustrated in the two 
patients described. 
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SUMMARY 
Two cases of primary varicella pneumonia are 
described. 
The essential clinical features of the condition 


are described. 

The literature is briefly reviewed in order to em- 
phasize the increasing frequency of primary vari- 
cella pneumonia as an important complication of 


simple varicella. 
We are indebted to Doctor Norbert U. Zielinski 
for permission to include Case 2. 


REFERENCES 

1Waring, J. J.; Neuberger, K. T.; and Geever, E. F.: 
Severe forms of Chickenpox in adults, with autopsy obser- 
vations in case with associated Pneumonia and Encepha- 
litis. Arch. Int. Med. 69 :384-408, 1942. 

2Hampton, A. G. Primary Varicella Pneumonia. Arch. Int. 
Med. 95 :137-139. Jan. 1955 

3Weinstein, L.; and Meade, R. H.: Respiratory Manifes- 
tations of Chickenpox: Special considerations of features 
of primary Varicella Pneumonia. Arch. Int. Med. 
98 :91-99. July 1956 

4Krugman, S.; Goodrich, C. H.; and Ward R.: Primary 
Varicella Pneumonia. New Eng. J. Med. 257 :843-849. 
October 1957 

5Haggerty, R. J.; and Eley R. C.: Varicella and Cortisone. 
Pediatrics. 18:160. 1956 





WHEN SHOULD HEART DISEASE 
BE COMPENSABLE? 
concluded from page 487 
REFERENCES 

1White, P. D.; and Smith, H. W.: Scientific Proof in 
Respect to Injuries of the Heart. North Carolina Law 
Review 24:107-172, 1946 

2Goldwater, L. J.; Bronstein, L. H.; and Kresky, B.: 
Study of One Hundred Seventy-Five “Cardiacs” without 
Heart Disease. J.A.M.A. 148 :89-92, 1952 

3Moritz, A. R.: Trauma, Stress, and Coronary Thrombosts. 
J.A.M.A. 156 :1306-1309, 1954 

4Strieder, J.: Personal communication 

5Yater, W. M.; Traum, A. H.; Brown, W. G.; Fitzgerald, 
R.; Geisler, M. A.; and Wilcox, B. B.: Coronary Artery 
Disease in Men Eighteen to Thirty-Nine Years of Age. 
Am. Ht. Jour. 36 :334-372, 1948 

6Sprague, H. B.: Emotional Stress and the Etiology of 
Coronary Artery Disease. Circulation: 17 :1-4, 1958 
7Greer, W. E. R.: To be published 

8Clark, R. J.; Tousant, E. S.; and Sprague, H. B.: Heart 
Disease in Massachusetts in Relation to the Workmen's 
Compensation Act. N.E.J.M. 252 :478-484, 1955 

9Costs, Operations and Procedures under the Workmen's 
Compensation Law of the State of New York. Moreland 
Report. January 28, 1957, pp. 104-120, appendix A—The 
Cardiac Problem 





Be at Newport 
Wednesday, October 8 


See program, page 462 














490 





RHODE ISLAND MEDICAL JOURNAL 





[$262 £66 6644462884666059 662688608868 9668 E080 PO EOSEO PSEC OEE CCS@OQD OD Ca Se O20 be 





BLACK CANCEROUS AND NONCANCEROUS 
LESIONS OF THE SKIN 


MALCOLM A. WINKLER, M.D. 








The Author. Malcolm A. Winkler, M.D., of Provi- 
dence, Rhode Island. Diplomate of the American Board 
of Dermatology and Syphilology ; Fellow of the Amer- 
ican Academy of Dermatology and Syphilology. Mem- 
ber of the Dermatological Staffs of St. Joseph’s, 
Miriam, Rhode Island, and Charles V. Chapin hos- 
pitals. 





| ee BLACK MOLE, through spontaniety or trau- 
matism, is transformable into one of the most 
dreaded neoplasms, the malignant melanoma, which 
metastasizes more rapidly and more frequently than 
other malignant growths.’ Any changes in a mole, 
therefore, such as scaling, purulent or sanguineous 
discharge, bleeding episodes, ulceration, or pigmen- 
tation deepening, and in fact practically any 
changes are properly viewed with alarm. However, 
there are other tumors, although black in color and 
otherwise clinically resembling moles and malig- 
nant melanomas, which prove on histological exam- 
ination to be tumors of an entirely different type. 

The more common lesions will be described 

briefly. 
Senile Keratosis 

Encountered in areas exposed to direct or in- 
direct solar radiation, such as the hands and face, 
especially where the skin shows microscopic or 
macroscopic evidence of senile degeneration.? The 
lesion is usually irregular in contour, with firmly 
adherent scales of various colors—usually dull red 
but occasionally black. Early lesions are level with 
the skin, while mature ones are more infiltrated and 
elevated, the latter indicating possible malignant 
change to squamous cell carcinoma. In addition, a 
necrotic ulcerated surface of a squamous cell car- 
cinoma will reveal reddish-orange fluorescence 
under the Wood light.* 

Histologically the squamous cells show anaplastic 
tendencies, namely, variation in size and shape, ab- 
sence of prickles, individual dyskeratosis, and pres- 
ence of mitotic figures, all as seen in squamous cell 
carcinoma grade I but to a lesser degree. In black 
lesions there is increased melanin in basal cells.* 

Treatment—excellent results are obtained with 
X ray, radium, excision, and fulguration, the latter 
being the treatment of choice. 





Seborrheic Keratosis 

In contrast to senile keratosis, these have predi- 
lection for the trunk, are characteristically multiple 
and display little or no capacity for malignant de- 
generation. The smooth velvety surface often pres- 
ent in early lesions may become waxy and verruci- 
form, in which stage it may persist indefinitely 
without change or even undergo temporary or per- 
manent regression. Commonly various shades of 
brown, it may occasionally be black. 

Histologically there is epithelial hyperplasia with 
interweaving tracts of basal cells surrounding 
islands of connective tissue. The black lesions have 
increased melanin in the basal cells.* 

Treatment—superficial fulguration gives excel- 
lent cosmetic results. 


Granuloma Pyogenicum 

These hemispheric tumors, sequelae of trauma 
and infection, possess exuberant granulation tissue, 
marked vascularity, and tendency to rapid growth. 
When, in addition, black bloody crusts form, they 
may closely simulate a malignant melanoma.® 

Histologically one finds numerous capillaries im- 
bedded in edematous connective tissue with a sec- 
ondary inflammatory reaction, the latter being 
absent in early lesions. 


Treatment — fulguration is the treatment of 
choice, even though there may be several recur- 
rences. 


Basal Cell Epithelioma 
Although a comparatively benign variety of car- 
cinoma of skin with little tendency to metastasize, 
it may nevertheless produce extensive ulceration 
and disfiguration. Commonly, the telangiectatic 
surfaced nodule undergoes central ulceration and 
simultaneous peripheral extension by formation of 
pearly, rounded satellite lesions. Preceding ulcera- 
tion, many basal cell epitheliomas are slightly 
darker than the skin, but occasionally may be black. 
Histologically, the masses of basal cells show 
deeply basophilic nuclei, little protoplasm, and loss 
of intercellular bridges. Black lesions show in- 
creased melanin in the basal cells.® 
Treatment—excellent results are obtained with 
X ray, radium, excision, fulguration either alone 
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FIGURE 9: Tieche Nevus. FIGURES 10, 11, 12: Malignant Melanoma 


or in various combinations, but the treatment must 
be individualized. 


Black Moles 

These congenital tumors often appear as non- 
elevated lesions in the first year of life, but at 
puberty may begin to project from the cutaneous 
surface. In general they may be smooth, corru- 
gated or multilobulated, soft or hard, with varying 
degrees of blackness. 

Histolozically, they belong to the group labeled 
junction (active) nevi where many of the nevus 
cells are at the dermal-epidermal junction in con- 
tradistinction to the intradermal (resting) nevi 
where many of cells are in dermis. The large 
amounts of pigment are found in basal cells, chro- 
matophores, and the nevus cells. 


Treatment—excision, not necessarily wide, is an 

accepted method of treatment.? 
Malignant Moles 

Some of the clinical aspects of a mole showing 
possible malignancy were described in the first par- 
agraph. Lever states that histologically the absolute 
criteria of malignancy are (1) invasions of tumor 
cells into upper layer of epidermis, (2) presence of 
ulceration, (3) presence of mitotic figures, and (4) 
presence of inflammatory infiltrate.§ 

Treatment of malignant melanoma is outside the 
scope of this paper. 

In addition, other lesions may clinically simulate 
a black mole such as sebaceous cyst, steatoma, hem- 
orrhagic epidermic vesicle, traumatic tattoo, ver- 
rucca vulgaris, nevus verrucosus, some tieche nevi, 


and a strangulated skin tag. 
concluded on page 500 
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O NE MIGHT BE TEMPTED to romance about the 
early days of cancer treatment, visioning per- 
haps a country doctor in a lonely farmhouse oper- 
ating by the wintry light of a kitchen window or the 
uncertain glow of a whale-oil lamp. Yet there is no 
need to speculate. If many an exploit is shrouded in 
the mists of historical anonymity, others are boldly 
inscribed upon the record. 





Dig her Fo JOnS 


FIGURE I 
Usher Parsons, M.D., 1788-1868 
*Read before the New England Cancer Society, at the 


Rhode Island Hospital, Providence, Rhode Island, April 
26, 1958. 


Dr. Usher Parsons, eminent surgeon of Provi- 
dence, often pointed out the house in the town of 
Smithfield, Rhode Island, where in 1823 he first 
successfully performed herniotomy for strangula- 
tion. The time is pertinent, if not the place, for it 
was in that year that he first resected the breast for 
cancer. 


Parsons, renowned in history as the only surgeon 
at the Battle of Lake Erie, was a founder of Rhode 
Island Hospital and the last professor of surgery 
and anatomy in the medical school at Brown Uni- 
versity, which, if you do not know, existed between 
1811 and 1828. He was the brother-in-law and con- 
fidant of Oliver Wendell Holmes. In his own day 
his contributions to the medical literature gained 
for hima considerable stature among his colleagues. 


In 1835 he won the Boylston Prize of Harvard 
University for his dissertation titled Cancer of the 
Breast. This learned essay warrants closer scrutiny. 
I shall quote some of his observations: “No medi- 
cine has been hitherto discovered, either of general 
or local application, or both combined, that can dis- 
perse a scirrho-cancerous tumor, even in the incip- 
ient or scirrhous state. . . .”” He called attention to 
the significance of size, fixation, speed of growth 
and axillary metastases. “It has become a maxim 
with all good surgeons, [he stated] that the longer 
extirpation is delayed, other things being equal, 
the greater is the liability to a return of the disease. 
... Extirpation ... with the knife .. . is the chief if 
not the only measure that promises to effect a cure. 
... Fortunately, the operation is not dangerous nor 
difficult, and the wound appears to heal kindly, and 
it is not one in five hundred die of the operation, 
and it is most usual for the wound to wear a healthy 
appearance for some time after. But alas! our 
fondly cherished hopes are often cut off by the 
recurrence of cancer, either in the cicatrix, or in 
some other part of the body, and it is commonly 
more rapid in its progress, than it was in the first 
instance.”’ Regarding reoperation, or what the late 
Doctor Peter Pineo Chase characterized as “whit- 
tling,” he observed: “It may be further remarked 
that a cancer which has broken out a second or even 
a third time may yet be a fit subject for an oper- 
ation.” 
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FIGURE II 
Title page of the First Edition of the Collected Boylston 
Prize Dissertations by Usher Parsons, 1839. 


The following conclusions, written in 1835, I 
think you will agree are quite valid today: 

“To the patient, then, and to himself, the sur- 
geon must hold up the following propositions. 
“1. That the extirpation of a scirrhous tumor 

whether indolent or painful, large or small, 
recent or of long standing, is no positive 

security against its reappearance... . 

“2. That the danger of a return is greatly in- 
creased when the disease has been of long 
standing, or of rapid progress in its develop- 
ment, or if ulcerated, and especially if it has 
affected the axillary glands, or adheres to 
the subjacent muscles. 

“3. That there is but little hope of preventing 
a return, by operating after the constitution 
exhibits marks of cancerous cachexy.” 





In a monograph titled Cancer: A Manual for 
Practitioners, published in 1950 by the Massachu- 

| setts Division of the American Cancer Society and 
prepared by distinguished members of this society, 
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appears the following: “| Billroth’s] assistant, von 
Winiwarter, made the first study of end results... 
in... operations for cancer of the breast.” The 
study referred to was published in 1878. 

Yet some thirty years earlier in 1847, Parsons re- 
viewed his own experience covering a period of 
twenty-five years, with a complete follow-up of all 
cases. This paper, read locally on December 29, 
1847, was subsequently published in THE AMER- 
ICAN JOURNAL OF THE MEDICAL SCIENCES. Among 
his sixteen cases there were two long-term cures of 
eleven and six years. A third died after five years 
of “tubercular consumption” without “re-appear- 
ance of cancer,” while a fourth died in three years 
of “colic” without evidence of recurrence. In one 
case he noted acidly that the tumor had been “cau- 
terized by a quack.” In summary he said: “Of the 
above 16 cases, the disease reappeared in 9, and 
proved fatal within two years after. Two died soon 
after of other diseases, and others within five years, 
and one other was operated on within a few months, 
thus leaving only 4 out of the 16, which can be 
pronounced successful, and one of these was but 
recently discovered when operated on. It would, 
therefore, be near the truth to say that less than one 
in four proved successful.” I think you will agree 
that his evaluation approaches modern standards of 
objectivity. One other point is of interest. In the 
last two operations, performed during the year 
1847, ether was employed. This was within a year 
of its introduction at the Massachusetts General 
Hospital. For the others he undoubtedly used the 
only anaesthetics at his command: words of en- 
couragement and sympathy, fortified by laudanum 
and brandy. 

In 1851, Doctor Parsons began to agitate for the 
establishment of a general hospital in the state, 
since none existed here at that time. In this connec- 
tion he wrote rather wistfully: “At the present, 
many persons afflicted with chronic diseases, and 
requiring skillful operations and treatment, go 
from our City and State to the well-established hos- 
pitals of Boston and New York; and many others 
would avail themselves of that high privilege, but 
for want of means. .. .” Neither the opening of 
Rhode Island Hospital seventeen years later, nor in 
fact a succession of eminent physicians, not the 
least of whom was Usher Parsons himself, has 
wholly stemmed the pilgrimage to holier shrines. 

The ninety-year history of Rhode Island Hos- 
pital has been characterized by a sustained interest 
in the cancer problem. A few yards from where we 
are assembled rises the new George Building, to be 
devoted exclusively to the study and treatment of 
malignant disease. It will house extensive research 
facilities and the most modern equipment for radia- 


tion therapy. Yet much has gone before. 
continued on next page 
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E ao 8 , ean 3 s 
So. Name. Age, Year. | EXTIRPATION OF CANCEROUS BREASTS. z 
z | | Scpsrguent History. , os t 
> 1. Mrs. Arnold, 46 | 1823 | The disease re-appeared in less than one year in the cicatrix, and soon involved the lung. She died within eighteen a 
months. 
“1 2. Mrs. Whitman, 40 | 1830 | Re-appeared within a year in the axilla, was extirpated again, and afterward cauterized by a quack. She died of it io ~ st 
4 two years. s 
! 3. Mrs. Swift, 54 | 1830 | She died of colic three years after; no return of cancer. mY L 
> | 4. Mrs. Alexander, | 42 1834 She died suddenly of pneumonia in about one year; cancer had not re-appeared. § ~ 
s | 5. Miss Marsh, 54 | 1836 | Re-appeared in the cicatrix in 1x months, and she died within one year. 2 fl 
E 6. Mrs. Field, 48 | 1836 | Re-appeared in the cicatrix in three months, and she died in six. 
5 | 7. Mrs. Bonney, 27 | 1536 | It has not re-appeared after a lapse of eleven years. Q d 
—/] 8 Mrs. Wells, 46 | 1540 | Re-appeared in six months, and she died within one year. & 
> 9. Miss Paine, 34 | IS41 | It has not returned atter a lapse of six years. ry 
@ | 10. Mrs. Almy, 38 | 1842 | She died of tubercular consumption, about five years after; no re-appearance of cancep. > x 
7 Il. Mrs. Needham, 44 | 1843 | Re-appeared ; and she died within two years. ° ; 
12. Miss Burr, 46 | 1544 | This was a second operation on the same breast. It was again operated on in one year after; bot it retarned a third g a 
time and proved fatal. * 
13. Mrs. Macomber, | 40 | 1845 | Re-appeared in one year, and proved fatal. > il 
14. Mrs. Cole, 41 | 1845 | A portion of the breast had been previously removed. She died within eighteen months. $ 
15. Mrs. Folsom, 39 | 1847 | Has not re-appeured. 2% u 
16. Mrs. Bosworth, 35 | 1847 | Has not re-appeared. 0 
Of the above 16 cases, the disease re-appeared in 9, and proved fatal within two years after. Two died soon after of other diseases, and others within 3 | 
five years; and one other was operated on within a few months past; thus leaving only 4 out of the 16, which can be pronounced successful, and one of = d t 
these was but recently discovered when operated on. It would, therefore, be near the truth to say, that less than one in four proved successful. In a Boyls- 3 
ton Prize Essay, published a dozen years since, on Cuncerous Breast, I stated as the result of my inquiries, that relapses occurred in this country in at least = te 
two-thirds of the cases. Judging from my own later experience, I ought to have said, more than three-fourths. I remarked in the above-mentioned exsay aS) ¢ 
that, ** one cannot but feel surprised in reading the difference in the reports, given by surgeons of the first eminence, in respect to the proportion of relapses 4 fi 
that have occurred in their own practice. The elder Monroe said, that of sixty persons operated upon for cancer, four only had not relapsed after two years. 2 
Searpa had only seen three canes, where the extirpation of cancer was not followed by relapse. According to Boyer, four or five only out of one hundred & S 
were permanently cured by extirpation. Mr. Home describes seventeen cases of extirpated cancerous breast, five only of which proved successful. On the s 
other hand, Mr. Hill, a surgeon of Dumfries, in Scotland, reports eighty-eight cases of extirpated cancer, six out of seven of which proved successful. Mr = b 
Nooth says that not more than one in thirty of his patients experienced a relapse. Mr. Fearon’s experience is nearly as favourable. Sir Astle Coo) ‘ 7 
lestimates the failures of entire Cure at three-fourths.” y Pe \ 
The above cases had all become painful before the operation, excepting No. 7, but none of them had become open cancers. They re-appeared someti 
the cicatriz, notwithstand the ut t cA yas takent i tha i . sb 7 : eee 
re ae aaa RT aeenk ieee a ee a ne ee ae ° 
| The patients all bore the operation well, giving nu signs of syncope i ingle inst: — dary h = S 
Joceurred in one case, No. 8. In the last one agen, ether was onguael. er Oe ORIN Ne, Neen Ce eRe te Re opened, 2 t 
( 
FIGURE III ( 
End results in cancer of the breast, Usher Parsons, \ 
A.J.M.Sc., 1848 ; 
n 
The history of radiation therapy in this institu- wheelchair. During his lifetime (Doctor Gerber t 
tion is interesting. The hospital purchased its first | died in 1952 in his sixty-seventh year ) he attained 1 
radium late in 1921 and organized its cancer clinic world renown and was honored with membership d 
in the early months of 1923. At first the use of in many learned societies in his chosen field, both at , 
radium was restricted to a small group consisting home and abroad. His vast knowledge, fortitude ’ 
of Doctors James F. Boyd, radiologist, Carl D. and innate modesty were known to all. | 
Sawyer, dermatologist, and Herman C, Pitts, gyne- Doctor Gerber, however, represented not the 
cologist, all of whom had been sent away to acquire —_ genesis of radiology, but the flowering. To discover ¢ 
the necessary training. Later in 1923 Doctor George _ the origins we must delve deeper. On November 8, i 
Waterman joined the group. A review, published in 1895, Wilhelm K. Roentgen, through a happy acci- ( 
1930 by Pitts and Waterman under the title Report dent, discovered the X ray, and shortly thereafter \ 
of Results of Radium Treatment of Carcinoma of | announced his discovery to a startled world. One , 
Cervix, won for this clinic and the authors an inter- year later on November 11, 1896, the following | 
national reputation. Doctor Edward S. Cameron, notice appeared in the Annual Report of Rhode \ 
our kindly and cultured colleague, and the late inim- Island Hospital: “An apparatus for using the 
itable Doctor Peter Pineo Chase, author, editor, | Roentgen rays in diagnosis has been installed in the 
columnist and authority on Doctor Samuel John- _ hospital and electric lights introduced in the oper- 
son, both general surgeons, applied radium tech- ating and accident rooms.”’ Apparently at the time 1 
niques to other areas. the two events were deemed to be of approximately | 
In actuality this was not the first radium avail- equal significance. Some years ago, the late Pro- ( 
able in Rhode Island. The late Doctor Isaac Gerber fessor Albert D. Mead, then president of Rhode 
had for some time kept a personal supply, which he Island Hospital, wrote this description of the ; 
had used in his private practice and which he gener- event: “The first X-ray apparatus in Providence 
ously made available for hospital patients. Doctor and probably in the State . . . was set up and oper- 
Gerber, a distinguished gentleman and one of the ated by . .. Doctor H. C. Bumpus [then professor 
leading physicians of his day, was the first trained of comparative anatomy at Brown University| in 
X-ray specialist in the state. In October of 1916 a the summer of 1896. The apparatus was so small ( 
new Department of the X ray was created at Rhode __ that it could be carried in a handbag. After expert- 
Island Hospital, and Doctor Gerber became its first menting with the apparatus at the University, Doc- 
director. He selected equipment and organized the tor Bumpus set it up in the gallery of the old oper- ( 
department along modern lines. Afflicted in his ating room. The first instance of the use of the 
early forties by a spinal cord disease, he was forced — X-ray in conjunction with hospital procedure was { 


at first to use a cane, then crutches, and finally a 


the location of a needle imbedded in a patient's 
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toe.” It is quite likely that this is an eye-witness 
account, for Doctor Mead was then a young in- 
structor in Doctor Bumpus’s department at the 
University.* This primitive apparatus was but the 
first of a succession of machines, but we need not 
detail this progress. 

It is said that Sjogren in 1899 was the first to use 
X ray in the treatment of malignant disease, having 
applied it in a case of epithelioma of the skin. With- 
in two years of that date radiotherapy had been 
undertaken in Rhode Island. The first case of which 
| have found record was one of carcinoma of the 
tonsil, treated in December, 1901, by the late Doc- 
tor Frank E. Peckham. Other trials of this agent 
followed in short order. The results were incon- 
stant, but occasionally, even in those early days, a 
brilliant result ensued. In May, 1902, new apparatus 
was placed under the charge of the pathologist, who 
was at that time our respected colleague and elder 
statesman, Doctor Frank T. Fulton. The late Doc- 
tor William B. Cutts, father of Doctor Frank B. 
Cutts, was appointed assistant pathologist for 
X-ray work. Over the years, with more discrimi- 
nating selection of cases and improved apparatus, 
the results of treatment in the hands of these two 
pioneers gradually improved. This progress was 
duly recorded in the annual reports of the Depart- 
ment of Pathology, prepared by Doctor Fulton. 
X ray remained an adjunct of the Department of 
Pathology until the advent of Doctor Gerber. 

Let us turn to general surgery. Many a feat of 
courage and high adventure doubtless lies interred 
in dusty hospital records ; others have come to light 
only because they were conscientiously reported. 
We shall mention a few of the more significant 
milestones. It is only fair to interpolate that St. 
Joseph’s Hospital, which opened its doors in 1892, 
was not a stranger to these exciting events. 

In 1906 Doctors Edgar B. Smith and Arthur 
Hollingsworth each reported a successful gas- 
trectomy for carcinoma, one being a two-thirds 
resection. The operation had not long been per- 
formed in America with an acceptable mortality, 
even though Billroth described his first success 
some twenty-five years before. Modern urology 
may be said to have had its birth in Rhode Island 
about 1901 with the introduction of the cystoscope 
into this community. Two years later Doctor Her- 
bert Terry first performed successfully a suprapu- 
bic resection of a papillary carcinoma of the blad- 
der, following cystoscopic diagnosis. 

Doctor Walter L. Munro in 1902 reported two 
brilliant results in extensive epidermoid carcinoma 
of the lip, one involving the upper lip as well. After 
berating the cancer quack who had previously 
treated them, he continued : 





*Dr. Mead related to Dr. Philip Batchelder that he was 
present, and in fact turned the crank of the static machine. 
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“The lower lip [in the first case] was largely 
destroyed, leaving the gum and teeth in sight. 
The upper lip presented a mass of broken-down 
ulcerating tissue which projected beyond the 
nose. The deformity was hideous. The food es- 
caped and there was constant discharge. Though 
the glands were already involved, it seemed pos- 
sible to do something for his relief... . The inci- 
sions had to be very extensive and it was neces- 
sary to free up the tissues from the bone on both 
sides of the face and well down on the neck, in 
order to slide them together and close the gap... . 
His condition is greatly improved... . 





FIGURES IV AND V 
Epidermoid cancer of the lip. Case 1 of Dr. Walter L. 
Munro, 1902. Pre-operative. 
Same. Post-operative. 


“The growth [in the second case] was exten- 
sive internally and necessitated incisions from 
near the right angle of the mouth to below the 
chin, then from this point to about the level of 
the eye and back to a point about one-quarter of 
the distance from the right commissure of the 
mouth. ... There is [after ten weeks] only a 
faint cicatrix over the upper portion of the inci- 
sion in the cheek.” 





FIGURES VI AND VII 
Epidermoid cancer of the lip. Case 2 of Dr. Walter L. 
Munro, 1902. Pre-operative. 
Same. Post-operative. 
I think that these would be creditable perform- 


ances today. 


continued on next page 
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An even more spectacular procedure was carried 
out two years earlier in 1900, when Doctor 
George D. Hersey successfully performed a clas- 
sical interscapulothoracic amputation in a twenty- 
year old housewife for recurrent angiosarcoma, 
involving the scapula and axillary vessels. Her 
convalescence was quite uneventful, but she died 
five months later of pulmonary metastases. 

In 1899, Doctor John W. Keefe of Providence an- 
nounced that he was regularly using Halsted’s pro- 
cedure in carcinoma of the breast. Yet as early as 
1892, two years before Halsted’s definitive review, 
he had amputated a breast, using the now standard 
elliptical incision, taking en bloc the pectoralis 
major and minor muscles and the axillary contents, 
later closing a residual granulating defect with 
Thiersch grafts. Doctor Keefe was among the great 
surgeons of his day and it is not inappropriate to 
digress a moment to remind you that he success- 
fully performed pyloromyotomy for congenital 
pyloric stenosis in 1905, five years before Fredet 
and seven years before Ramstedt. 

Yet in the very earliest days of the hospital a 
performance took place as striking as any of these. 
The new hospital, a commodious edifice and for its 
day advanced in design, contained a single operat- 
ing room on the third floor of the central tower, 
adjoining which, believe it or not, was a small re- 
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FIGURE VIII 


Rhode Island Hospital as it appeared at the time of its 
opening in 1868. The rear wing, just showing to the right 
of the Main Section, was never built. Rhode Island Hos- 
pital Annual Reports. 
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PLAN OF SECOND STORY. PLAN OF THIRD STORY. 
FIGURE IX 


Floor plan of the center building of the old Rhode 
Island Hospital. G—Operating room. H—Recovery room. 
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covery ward. The official description noted that this 
was a facility rarely introduced into hosjitals, 
“This is a small ward, capable of accommodating 
three or four patients, furnished with baths and 
water closets, as completely as the larger wards, 
In many cases requiring severe operations, the pa- 
tient is in no condition to be moved far, either be- 
fore or after the operation, and for such cases this 
is an excellent provision.” Rhode Island Hospital 
officially opened its doors on October 1, 1868. Five 
days later, on the sixth, it received its first patient, 
He was under the care of Doctor George Edward 
Mason. Doctor Mason, then in his twenty-ninth 
year, had but recently graduated from the Medical 
Department of Harvard University. After study- 
ing with Doctor J. W. C. Ely of Providence, he 
served as surgical house officer at the Massachu- 
setts General Hospital under Doctors Bigelow, Gay 
and Clark. , 





J. b. Jinan _ 


FIGURE X 


George Edward Mason, M.D., 1840-1882. Trans. of the 
Rhode Island Medical Society, 1884. 


A handsome figure of a man, he was as we shall 
see a gifted surgeon: 


Case Report 
John Sutherland, a fifty-nine year old Scotch- 
man, shoemaker by trade, was admitted because 
of necrosis of the upper jaw. 
“Patient states that his trouble arose over two 
years ago from a decayed tooth. A year and a 
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half ago a dentist in removing the tooth broke off 
a piece of his jaw. He does not complain of any 
pain. Has had for nearly the whole two years a 
fetid discharge from the nose and a slighter dis- 
charge into the mouth. The passage of tears into 
the nose on the left side has been very much 
obstructed ; is less so now. Complains of a feeling 
of tenseness and swelling when the weather is 
cold. His general health is now good — he states 
that it has always been fair. Habits temperate. 

“There is a slight, hard swelling extending 
from the left side of the nose downwards and 
outwards on the cheek, slightly obstructing the 
lachrymal duct. There is a continuous but not 
very abundant discharge of fetid pus from the 
left nostril, and also into the mouth, from the 
opening far back on the left upper jaw, through 
which the probe detects dead bone. 

“The probability of disease of the antrum was 
mentioned by Dr. Mason. 

“October 10; Operation by Doctor Mason: 

“Patient seated in a chair, was etherized. An 
incision was made through the centre of the 
upper lip down to the bone. Another was carried 
from the lower edge of the orbit down the side 
of the nose, curving round the nostril to meet the 
first. The flap so formed was dissected up, the 
scalpel keeping close to the bone. The hemor- 
rhage from some small arteries was arrested by 
ligature. To get at the seat of the disease with 
more ease another incision, an inch and a half in 
length, was carried along the lower edge of the 
orbit meeting the upper end of the second, and 
the flap dissected outwards. The anterior wall of 
the antrum, which was rough and diseased, was 
removed by a Hey’s saw and bone forceps, ex- 
posing in the cavity of the antrum a mass of 
gelatinous malignant disease extending deeply 
and involving perhaps, as Doctor Mason re- 
marked, the sphenoid and ethmoid bones. The 
mass was dissected out as far as possible with the 
lower orbital plate the rest of the maxillary and 
part of the malar and palate bones removed. 
Hemorrhage slight. The cavity was then stuffed 
with sponge, the flap replaced and secured by 
silk and silver wire interrupted sutures and the 
whole supported by narrow strips of adhesive 
plaster. 

“On being removed to bed, patient rallied well 
from ether without the slightest sickness. Brandy 
and water administered; to be continued, with 
beef tea. Compress applied to face, to be kept 
moist with a mixture of one part of tinct. opii to 
three of water. 

“The microscopic shows nuclei filled with 
granular matter held in a fibrous tissue. Nuclei 
round, oval and of varying size.” |This was 


almost certainly done without benefit of micro- 

tome or differential staining. | 

Convalescence was essentially uncomplicated. 
He was discharged on December 7, two months 
after surgery, in “excellent health.” It was noted, 
however, that the wound has still “unclosed be- 
neath the eye” and he “proposes to have the por- 
tion of wound still unclosed covered by a plastic 
operation.” 

He was readmitted on March 20, 1869. It was 
noted that “the incision below the orbit had re- 
mained open for about an inch, so that air passed 
through into nose and mouth.” 

March 20th ; Operation by Dr. Mason: 

“The patient was etherized and the edges of 
the fistula denuded. A skin flap was dissected 
from the temple and turned over the fistula and 
secured by silver wire sutures about 1/6 of an 
inch apart. Two pins were also passed across this 
flap to hold it more exactly in position. The 
wound in temple was closed by wire sutures. 
Hemorrhage was quite free. Five ligatures re- 
quired. Poultice applied over face and eye on left 
side.” 

He was discharged from the hospital on April 
19 with “perfect closure of the fistula.” 

The patient died on March 1, 1875, six and 
one-half years following the resection. The cause 
of death, according to his death return, was ‘‘old 
age.” 

In the official account it was noted that this “very 
severe operation” had been “‘in the presence of the 
Consulting Surgeons, who were summonded from 
all parts of the state.” Among those present was 
Doctor Usher Parsons. He may well have re- 
marked, as he had a week before upon the opening 
of the hospital: “I feel very happy for yesterday’s 
doings.” Usher Parsons passed away barely two 
months later on December 19, in his eighty-first 
year, but he had seen his dream come true. 
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CANCER — SOON THE ANSWER ? 


HE ATTACK on the problems of malignant tu- 
a growth is certainly progressing on all 
fronts. Recent statements are encouraging, and 
some even go so far as to say that a major break 
through is anticipated in the very near future. 
Progress, of course, has been consistently reported 
from year to year, but a major understanding of the 
basic nature of what we class under the general 
term cancer has been lacking, and consequently no 
logical means of real prevention and cure has been 
attained. 

On the diagnostic front, earlier recognition of 
neoplasms is consistently being achieved by the 
practicing physician with the result that treatment 
is more often being instituted at a time when it can 
be life saving. Among the various factors that con- 
tribute to this result are the accumulated experi- 
ence of tumor clinics all over the country and im- 
provement in various types of diagnostic tech- 
niques, among which the development of ability to 
recognize malignant cells that are discharged from 
mucous surfaces of various parts of the body and a 
readiness to obtain diagnostic biopsies are of very 
great importance. 

When it comes to treatment, surgical excision 
and chemical agents, such as radium, high voltage 
X rays and nitrogen mustards, are being applied 
with better and better results as experience in- 
creases. 

Public support of all measures directed to the 
solution of this, the No. 1 medical problem of the 
day, has reached an unprecedented level—witness 


the reports of the “Jimmy Fund” and the participa- 
tion of many lay persons in local and country-wide 
organizations interested in the problem. 

It is, however, in the laboratories throughout the 
world that the basic solution will be found which 
will lead to ultimate control of this scourge of man- 
kind. Laboratory investigators, except for the 
occasional individual who is at the helm when a 
particularly spectacular medical achievement is 
announced, get very much less recognition and 
support than they deserve. They are the people on 
whose labors the ultimate solution of the riddle will 
depend. The millions of man-hours, and woman- 
hours too, that are going into this work are yielding 
results that will culminate in an accumulation of 
information on which the final victory will depend. 
Related studies of heredity, nutrition, tissue metab- 
olism and allied subjects all are pertinent and con- 
tribute to the broad base of knowledge that is 
needed. 

The importance of many irritating factors which 
apparently act to start tissue cells on their mutinous 
careers has long been known while others have 
recently been discovered—for example, the sig- 
nificance of cigarette smoke in the causation of 
bronchogenic carcinoma. Among more fundamen- 
tal discoveries is the evidence that microscopic 
bodies resembling viruses are found in gonadal 
tissue, or in the milk of certain animals, and appear 
to be transmissible from parent to offspring and to 
cause the occurrence of malignant tumors in the 
latter. 
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EDITORIALS 


It would be impossible to enumerate a small part 
of the many leads that are being followed through- 
out the world. For Rhode Islanders this whole mat- 
ter is assuming very special significance, in view of 
the increasing part which our own institutions are 
playing. For years the Department of Biology at 
3rown University has been interested in the prob- 
lem and has carried out important investigations in 
the field. Now, with the erection of the George 
Building at the Rhode Island Hospital, which will 
be completed in about a year, we shall have an in- 
stitution in which all phases of malignant disease 
in human beings can receive care and study. Lab- 
oratory investigations will parallel clinical obser- 
vation and treatment and a number of research 
projects will be carried out. Many of these investi- 
gations are already under way at the Rhode Island 
Hospital. 

At other Rhode Island institutions, also, work in 
this or allied fields is going on, as, for example, the 
work in radioisotopes at Providence College. 

Furthermore, Rhode Island physicians have 


THE NATIONAL 


N July 22 of this year the National Foundation 
O for Infantile Paralysis announced with suit- 
able publicity that it had shortened its official name 
to the National Foundation. At the same time it 
gave notice that it was expanding its activities to 
include disorders of the central nervous system, 
arthritis and congenital malformations. This an- 
nouncement had been expected for some time, as 
public support of the Foundation, following the 
apparent success of the Salk poliomyelitis vaccine 
program, had fallen off substantially. The an- 
nouncement was received with mixed reactions by 
the press. The NEw York Times for Stinday, July 
27 commented editorially: “The brilliant history 
and achievement of the National Foundation augur 
well for the future. The record of the past gives 
confidence that the same approaches that brought 
victory over one group of crippling diseases will 
bring similar brilliant victory in other fields as 
well.” 

The PRovipENCE JOURNAL for July 24, however, 
remarked ; ‘‘For 20 years, the Foundation has ruled 
the roost among voluntary health fund-raising 
organizations. ... But ‘muscling in’ [to other fields ] 
hy the polio foundation raises sharp questions about 
the logic of having voluntary health organizations 
compete with each other for public contributions in 
the war against disease. . . . The foundation has 


acquired far too much of a vested interest in the 
voluntary health field to disband or, for that matter, 
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reason to be proud of the part which members of 
our profession have already played in this work. 
In 1926 the first gynecological tumor clinic in 
America was established by Dr. Herman Pitts and 
his colleagues at Rhode Island Hospital. Dr. Pitts 
and Dr. Waterman, both of whom have been na- 
tional leaders in the field of the diagnosis and treat- 
ment of cancer, are known as pioneers in the use of 
the radium needle in dealing with malignancy of the 
uterine cervix and have made Rhode Island a major 
center for this. 

The diagnosis and treatment of malignant tu- 
mors is a definite part of the daily work of clinicians 
both in general practice and the specialties. No one 
can appreciate more than they the importance of 
the subject. It may be added that no one will hail 
more heartily than they the development of real 
evidence that information leading to the basic 
causes and effective treatment of this scourge to 
humankind has at last been brought to light. Let 
us hope and help. 


FOUNDATION 


to submerge its own identity in federation.” On 
August 4, Time MAGAZINE reported: “U.S. medi- 
cine last week witnessed the strange spectacle of 
two large, well-meaning foundations [the National 
Foundation and the Arthritis and Rheumatism 
Foundation] fighting over which one has the fran- 
chise to help the sick in a large and serious disease 
field.” It concluded, however, that “the field ought 
to be big enough for all without sphere-of-influence 
fights.” 

Without attempting to take sides in this complex 
and sensitive issue, it may be profitable to examine 
more closely some of the statistics involved. The 
magnitude of the funds raised by the voluntary 
health agencies is almost incredible. In 1954, the 
last year before Salk vaccine, the eighteen largest 
voluntary health agencies interested in specific 
diseases collected almost 156 million dollars. The 
Polio Foundation alone raised 66 million of the 
total. Next in order were the National Tuberculosis 
Association with 24.7 million, the American Cancer 
Society with 21.6 million, and the American Heart 
Association with 11.3 million. While the latter 
groups increased their annual collections in the 
following year (the last year for which collected 
figures are immediately available ) that of the Polio 
Foundation began to drop sharply, reaching 35 mil- 
lion in 1957, a decrease of over 30 million dollars. 

If this demonstrates nothing else, it exemplifies 


both the strength and weakness of the emotional 
concluded on next page 








500 

approach used in raising these funds. The public 
can be fickle indeed. A listing of such voluntary 
agencies, probably incomplete, includes organiza- 
tions devoted to the following : alcoholism, arthritis 
and rheumatism, blindness, cancer, cerebral palsy, 
Cooley’s anemia, crippled children and adults, cystic 
fibrosis, deafness, diabetes, dysautonomia, epilepsy, 
heart disease, hemophilia, Hodgkin’s disease, in- 
fantile paralysis, leprosy, malaria, maternal health, 
mental deficiency, multiple sclerosis, muscular dys- 
trophy, nephrosis, social hygiene and tuberculosis. 

Of the 156 million dollars raised by the eighteen 
leading organizations in 1954, 16 million, or some- 
what over a tenth, was allotted to research. The 
wisdom with which projects were selected is, of 
course, difficult to evaluate, but the public has little 
assurance that the best possible use is being made 
of its precious dollars. Statistics on administrative 
costs and overhead are even more elusive. 

The argument of each group that it can raise 
more money independently than it can if affiliated 
is difficult to answer. One suspects, however, that 
the pet interests of the amateur sponsors and the 
job interests of the professionals enter to some ex- 
tent into the attitudes of those involved. Other 
questions that can be raised have to do with re- 
duplication of effort, reduplication of overhead, and 
the relative administrative efficiency of the organ- 
izations in this large and varied group. Most of 
these groups have been adamantly opposed to join- 
ing United or Community Funds. If this is un- 
desirable or not feasible, one wonders if there might 
not be some gain in combining or co-ordinating 
among themselves their fund-raising and fund- 
dispersing activities. Certainly in any case the pub- 
lic deserves some relief from the perpetual promo- 
tional bombardment. 


CANCER SEMINAR FOR GP’s 


A seminar on cancer for general practitioners is 
to be sponsored by the Rhode Island Chapter of the 
American Academy of General Practice, the Rhode 
Island Medical Society and the Rhode Island Di- 
vision of the American Cancer Society. Attendance 
shall be limited to twenty in order to facilitate close 
rapport between the faculty and attending phy- 
sicians. 

The teaching exercises will be held on two suc- 
cessive Sundays, October 19 and 26, 1958, at the 
Peters House Auditorium, Rhode Island Hospital. 

The program will be devoted to tumors of the 
genital tract, breast and gastrointestinal tract. It 
will cover the pathology, clinical diagnosis, treat- 
ment and follow-up with especial emphasis on the 
problems facing the practitioner in his office. The 
faculty will include qualified specialists from the 
Rhode Island and Boston areas. 
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The Rhode Island Chapter of the Amer: :an 
Academy of General Practice has had several tei ch- 
ing exercises for its members. However, the pre-ent 
seminar is unique in its joint sponsorship, and i: its 
faculty, composed chiefly of specialists from the 
local area. 

It is hoped that it will serve as the forerunner of 
a postgraduate training program for a large portion 
of the medical profession of this state. 





BLACK CANCEROUS AND NONCANCEROUS 
LESIONS OF THE SKIN 
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Summary 
With accompanying illustrations, the clinical 
recognition, pathology, and treatment of lesions 
that clinically mimic the black mole or malignant 
melanoma have been discussed. 
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Appropriations for Health, Education and Welfare. 





HE ANNUAL MEETING of the National Tuber- 

culosis Association is, I know, a most signifi- 
cant occurrence in the nation’s calendar of public 
health events. 

In Washington where I serve, among other 
capacities, as chairman of the committee of the 
House of Representatives responsible for the ap- 
propriations of the Department of Health, Educa- 
tion, and Welfare, I am kept fully aware of your 
part in the progress that has been made in com- 
bating tuberculosis. The story of your Association 
is a splendid record of achievement against great 
odds. Indeed, I believe that your efforts as com- 
munity leaders and shapers of public opinion, and 
your vigorous co-operation with state, local, and 
federal health agencies, have been largely respon- 
sible for our present favorable position in the attack 
on a disease that has been a scourge from the begin- 
ning of recorded time. 

There is another area of interest which you and 
I share. I refer to the field of medical research, 
including that aspect of medical research that has 
to do particularly with the prevention and treat- 
ment of tuberculosis. 

For more than fifteen years I have derived great 
personal satisfaction from being privileged to have 
a part in the formulation of our national program 
for the conduct and support of medical research. 
I know the National Tuberculosis Association has 
made many notable contributions to research in its 
field of special interest—not only directly, through 
financial support of productive projects, but also 
indirectly, through calling the public’s attention to 
research needs. 

Through your rich relationships with the people 
—by means of your special knowledge, your in- 
sight, and perseverance—you build, in a real and 
vital sense, a portion of the health structure of 
tomorrow. The voluntary tuberculosis worker 


*An address delivered before the National Tuberculosis 
Association Convention, at Philadelphia, Pennsylvania, 
May 19, 1958. 





clearly perceives what must be done, day in and 
day out, to bring about the defeat of tuberculosis. 
He has the vision to see problems that require im- 
mediate action and to devise programs that will be 
uniquely suitable for his community to undertake. 


Importance of Voluntary Health Worker 


Above all others, the voluntary health worker, 
because of his closeness to the people, is most keenly 
aware of the feasibility and practicality of plans for 
public health action. No one from Washington or 
anywhere else can tell him what the people are 
ready for and what methods he must use to achieve 
his goals. 

Indeed, the pattern of future action in the control 
of tuberculosis, as well as the course of total public 
health activity, depends in large part on the under- 
standing, the community acceptance, and the fore- 
sight of the local voluntary health worker. His 
effectiveness, in turn, is determined by the degree 
of his identification with the people of his com- 
munity. 

As one who is privileged to serve in the House 
of Representatives, I have frequently had occasion 
to witness, to participate in, and to reflect on the 
fundamental meaning of the democratic process, 
especially as it applies to the health and welfare of 
the American people. 

Throughout the hearings on federal health and 
welfare appropriations over which I preside, I am 
always impressed by the deep humane concern of 
the men and women who serve the people’s pur- 
poses through the instrumentalities of government. 
Repeatedly, it is made clear to me that if there is 
one characteristic of American life that sets us apart 
from other nations, it is the way in which our people 
give expression to their will and desire. 

As a result of concerted citizen action, we have 
achieved in our nation a proud record in public 
health and welfare. 

This annual meeting is an excellent example of 
American democratic action. Without such organi- 
zation as yours, present achievements in the control 
of tuberculosis could not have been realized. Our 
strong federal, state, and local official agencies 
could not have come into being and could not have 
grown to their present stature without the united 


forces of citizen opinion and action. Our Amer- 
continued on page 506 
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ican willingness to co-operate toward the achieve- 
ment of desirable goals, our people’s generosity 
with money, time, and energy, have enabled us to 
succeed in the control of a devastating disease like 
tuberculosis as they have permitted us to prosper 
as a nation. 

My work in Congress and my continuing concern 
for and interest in public health problems permit 
me to believe that this morning I am among allies. 
There is, therefore, no need for me to entreat you, 
to recruit, or to justify. As citizens, we are in the 
same struggle. We work toward the same end— 
the defeat of tuberculosis. And though you are ex- 
perts and I am not, we speak essentially the same 
language—one that bespeaks our desire to be free 
from a lethal enemy of mankind. 

I don’t have to convince you of the seriousness 
of tuberculosis, nor do I need to describe the almost 
miraculous advances that have been made toward 
its conquest. Progress in solving the problems of 
tuberculosis is something that we sense, even in 
the absence of statistical proof, as a reality. We do 
not need constant reassurance to know that we are 
steadily approaching the ultimate goal—the elimi- 
nation of tuberculosis as a public health problem. 
However, each step closer to that objective exposes 
new and challenging problems which demand solu- 
tion. And if you, as leaders in a disease-control 
movement that reaches every home in your states, 
are to reach that goal in the foreseeable future, you 
must be convinced of the still urgent nature of your 
mission. You must continue to demonstrate to the 
people the real need for continuing, unrelenting 
effort. 

To be sure, it is deeply satisfying to live and 
work in an era when, for the first time in countless 
centuries, tuberculosis can be, and in this country 
has been reduced to virtual impotence as a dealer 
of death. But there is danger in such satisfaction, 
for it may weaken our awareness of the inescapable 
fact that tuberculosis still remains a mighty threat 
as a source of prolonged illness, disrupted families, 
personal anguish and lost economic productiveness. 


Progress in Tuberculosis Control 

As a layman who tries to keep informed in health 
matters and as a Representative who is deeply con- 
cerned about organized programs in the prevention 
and control of tuberculosis, I am greatly encour- 
aged, as you are, by the continuing decline of the 
death and case rates. The Public Health Service 
informs me that since 1939 the death rate has 
declined in the United States from 47.1 per 100,000 
population to 8.3 in 1956. Provisional figures show’ 
a further decline for 1957. 
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Indeed, with every passing year fewer people 
die of tuberculosis; illness from the disease de- 
creases in frequency and severity ; and fewer chil- 
dren and young adults are infected. The year 1956 
is a milestone in the history of the attack on tulber- 
culosis. In that year newly reported cases showed 
a decline more precipitous than any in recent years, 
For the first time morbidity exhibited a greater 
decline than mortality. Newly reported cases fell 
10 per cent below the figures for 1955; the death 
rate fell by 6 per cent. It cannot be said yet that 
this is a real breakthrough ; but it does indicate a 
leveling off of the death rate, while reported cases 
continue downward. 

Nevertheless, nearly 14,000 persons died last 
year from tuberculosis. Sixty-nine thousand new, 
active, and probably active cases were reported to 
health authorities. There are 250,000 active cases 
of tuberculosis in the United States today plus 
550,000 inactive cases that require public health 
supervision and service. These active and inactive 
cases, old cases, and the millions of infected people 
constitute a reservoir of disease that could reverse 
the great advances of the past. 

Progress always presents new problems. At this 
very moment there are approximately 300,000 tu- 
berculous persons in this country who are not in 
hospitals and who are in need of supervision and 
service. In most of these cases, drugs must be 
administered and clinical services provided over a 
period of 18 to 24 months after hospital discharge. 
However, studies conducted by the Public Health 
Service show that a startling proportion of these 
patients are not receiving adequate care and super- 
vision. For the country as a whole, there has not 
yet been developed a workable system whereby 
persons with tuberculosis outside hospitals can 
realize the full benefits of modern medical and 
public health resources. Now, and in the future, 
much of this responsibility for providing and ar- 
ranging the services needed by tuberculosis patients 
outside hospitals will rest on state and local health 
departments. 

However, if this disease is to be kept under con- 
trol and the affected individuals restored to pro- 
ductive lives, these patients—the potential sources 
of new disease—need drugs, continuing medical 
and nursing supervision, and essential social and 
economic counsel. Only in this way will the public 
as a whole, as well as these sick persons, receive the 
full benefits of the great therapeutic gains of the 
recent past. 

I have left to the last a discussion of research, 
because I wish to place special emphasis on it as a 
predominant factor in the future of the tubercu- 


losis control movement. 
continued on page 508 
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AND TREATMENT OF TUBERCULOSIS 
continued from page 506 
New Impetus to Research 

Not many years ago it was not uncommon for 
authorities in the field of tuberculosis to express 
the conviction that sufficient knowledge was already 
available to make the eradication of tuberculosis a 
possibility within a few generations if established 
control techniques were effectively applied. More- 
over, interest in research was, until very recent 
years, limited to laboratory investigations, and 
responsibility for it was largely centered in special 
institutions and groups. But today we see new sup- 
port for research in tuberculosis and new evidence 
of widespread interest in epidemiological as well as 
laboratory studies. Moreover, responsibility for 
research has been accepted by a wide range of 
operating programs as well as by special institu- 
tions. A most significant development, indeed, has 
been the growth of co-operative clinical investiga- 
tions which make use of multiple disciplines, staffs, 
and facilities, thereby permitting nationwide re- 
search studies that include large and diverse popu- 
lation samples. 

I should like to cite two examples of such re- 
search now being carried on by the Public Health 
Service or through projects supported by the Na- 
tional Institutes of Health. They are: (1) the care- 
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ful testing, by means of controlled studies, of the 
effectiveness of isoniazid as a preventative, or j)ro- 
phylactic, of tuberculosis ; (2) the developme:: of 
a vaccine that does not have the disadvantages of 
BCG. 

Studies of isoniazid as a prophylactic, conducted 
by the Public Health Service in co-operation with 
the National Tuberculosis Association, showed 
such promise among laboratory animals that trials 
of the drug as a preventive of tuberculosis in human 
beings have been organized and are now going {or- 
ward in numerous communities throughout the 
country. 

In an initial project, involving more than 2,700 
children in 33 pediatric clinics in the United States, 
Puerto Rico, Mexico, and Canada, tested the effect 
of isoniazid in preventing complications of primary 
tuberculosis. The first results from this work show 
that during the twelve months these children have 
been taking isoniazid, at least 80 per cent of the 
major complications of childhood tuberculosis were 
prevented. On the basis of these findings, health 
agencies and private physicians are provided with 
a new, well-confirmed method of control that can 
be applied now. 

To complement this knowledge, further research 
is required to determine whether this protection 
continues for an extended period after the drug is 
discontinued and whether similar protection can be 
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given other population groups under different con- 
ditions. Therefore, studies among close contacts of 
newly discovered cases of tuberculosis are being 
carried out. Trials have already begun in about 
forty communities and institutions in sixteen states. 
Additional groups are being added to this research 
project monthly. A peak workload on this research 
will probably be reached in fiscal year 1959. 

The second aspect of research—the dev elopment 
of a vaccine—has become a subject of increasing 
interest to me. The experts tell me that we need a 
vaccine which may be given to everybody regard- 
less of his reaction to the tuberculin test ; one which 
is, of course, not only safe but without reactions of 
any consequence; one preferably consisting of 
killed microorganisms ; and one which produces a 
solid immunity. If and when such a vaccine is avail- 
able, mass immunization of the entire population 
may have top priority in the tuberculosis control 
program. 

Research now going on under the auspices of the 
National Institutes of Health and elsewhere gives 
some promise that such a vaccine may ultimately 
be realized. But, of course, it is too early now to 
make predictions. The development of a vaccine, 
as you well know, is a long, laborious, arduous task. 
You may be assured, however, that this work will 
have my abiding interest and persistent support. 
Perhaps, in some future year not too far distant, 
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you may again invite me to attend your annual 
meeting, and I may then be able to discuss with 
you a great achievement in the field of tuberculosis 
vaccination. Let us hope. 

There are many other areas of action and fact- 
finding that might well engage our attention this 
morning, but their proper forum is in your discus- 
sion sessions and scientific meetings. I want merely 
at this time to salute you for past work ably done 
and to express my deeply felt wishes for the future. 


The Job Ahead 

Despite the magnitude of your achievements, the 
job that remains to be done is enormous. 

It is easy to formulate a hundred unanswered 
questions in the field of tuberculosis control—those 
of poverty, malnutrition, mental and emotional im- 
balances, unhealthful and crowded housing, indus- 
trial health hazards—all of these plead for your 
attention and action insofar as they contribute to 
continuing illness from tuberculosis. 

Although tuberculosis has diminished in force as 
a lethal enemy of mankind, it will remain a threat 
as long as the tubercle bacillus continues to infest 
the human body. The history of tuberculosis dem- 
onstrates again and again the insidious resource- 
fulness of this bacillary organism. 

We all know that the mortality rate alone does 


not reflect the social menace of tuberculosis. In- 
concluded on page 512 


In a recent 140-patient study’ DIMETANE 
gave “more relief or was superior to 
>in 638, or 45% of 
a group manifesting a variety of allergic 
conditions. Gave good to excellent re- 
sults in 87%. Was well tolerated in 92%. 
Only 11 patients (8%) experienced any 
side reactions and 5 of these could not 
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more than any single agent to 
help the physician shorten the 
time between disability and 
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MEDICAL RESEARCH IN THE PREVENTION 
AND TREATMENT OF TUBERCULOSIS 
concluded from page 509 
deed, it is through prolonged destructive illness that 
tuberculosis takes its social and economic toll. To 
be sure, it is a task of prime magnitude to save 
people from untimely death. But the way to prevent 
these deaths is to fight tuberculous disease. The 
incapacitating character of tuberculosis, the broken 
homes, the loss of productivity constitute the essen- 
tial challenge. Even were there no deaths from 
tuberculosis, its devastation as a long-term illness 

would demand our utmost vigilance. 

I know that you will go on to even greater 
achievements if you are careful not to cling to 
things that are finished. We all must be willing to 
accept changes and face new challenges with unre- 
mitting vigor and unflagging imagination. More- 
over, you must never lose sight of the irrefutable 
fact that the success of the voluntary movement in 
tuberculosis control depends upon a broad base of 
citizen co-operation, support, and action. 

You must fight complacency on all sides and 
refute the smug assumption that in tuberculosis 
little remains to be done. No thinking person can 
be complacent in the face of the long list of unfin- 
ished business, not only among tasks not yet under- 
taken but also among tasks not yet done well 
enough. 

Yes, there is still much to do, Citizens, now as 
in the past, will tackle new challenges with the 
resolute vigor that has always characterized Amer- 
ican democratic action. But let us, however, remem- 
ber that all our future public health work depends 
not only upon organizational functioning but also 
upon the kind of public interest and understanding 
that tuberculosis associations have persistently 
stimulated and maintained. 
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NEW REGULATIONS IMPOSED FOR CIVILIAN MEDICARE PROGRAM 


Department of Defense Posts New Rules Following Congressional Actions 


on Medicare Appropriations 





HE CIVILIAN Medicare program ran into rough 
T vtecaing in the session of Congress just con- 
cluded, and as a result the Department of Defense 
has had to effect certain changes in the current 
operation of the program. 

The situation came to a head when the House 
proposed that only 60 million dollars, instead of the 
70.2 million dollars of the previous year, could be 
used for civilian care under Medicare. The armed 
forces authorities were really in trouble for their 
pre-program estimates proved that the original 
appropriation had been insufficient and they had 
transferred approximately 20 million dollars for 
other funds to supplement the Congressional sup- 
port for the coverages in the past year. 

Terrific pressure was put on the Senate to re- 
store the $10.2 cut made by the House, and also to 
eliminate the House imposed restrictions that other 
armed forces funds could not be transferred to the 
civilian Medicare program to cover any deficits. 
Senator Knowland of California proposed a Senate 
amendment to restore the program to the same 
status of a year ago, and his efforts were successful, 
but the Defense Department had to promise to make 
greater use of military facilities to care for de- 
pendents. 

The resulting new regulations of the Department 
of Defense, presented to all Medicare contractors in 
August, to take effect October 1, are as follows: 

1. Require all eligible dependents who live with 
their sponsors to clear with appropriate designated 
Uniformed Service authorities to obtain special 
authority for civilian care. (Where Uniformed 
Service hospital facilities are available, comman- 
ders will be required to base decisions as to whether 
a certificate will be issued upon the capability of the 
hospital as determined by the surgeon.) Eligible 
dependents who do not reside with their sponsors 
are not required to obtain authority other than their 
identification cards (DD Form 1173). 

2. Emergency medical care, if authorized under 
the revised program, may be obtained from civilian 
sources by all eligible dependents without authority 
other than their identification cards. Physicians will 
be required to certify the emergency. 


3. Maternity care for eligible dependents. 


a. Residing apart from their sponsors—may con- 
tinue to obtain authorized medical care from civil- 
ian sources on the basis of their identification cards 
(DD Form 1173). 

b. Residing with their sponsors 

(1) 2d and 3d trimester patients, if under care 
of a civilian physician on 1 October, 1958, will be 
permitted to continue their care with the civilian 
physician. However, if for reason of change of sta- 
tion, or other reasons, a change of physician is 
made, dependents will be required to clear with 
appropriate designated Uniformed Service author- 
ities for determination of whether care will be made 
available in a Service facility or whether special 
authorization will be given for civilian care. 

(2) New and Ist trimester patients, as of 1 
October, 1958, will be required to clear with appro- 
priate designated Uniformed Service authorities 
for determination of whether care will be made 
available in a Service facility or whether special 
authorization will be given for civilian care. 

4. Discontinue all service not clearly specified 
in the Law for both those living with, and apart 
from, their sponsors. 

a. Medical care ordinarily rendered on out- 
patient basis: 

(1) Injuries not requiring hospitalization 

(2) Termination visits (when one physician 
sees patient in his office and turns over to 
another physician for hospital care ) 

(3) Pre- and post-surgical tests before and 
after hospitalization 

(4) Neonatal visits (two well baby visits 
following hospitalization 

b. Nervous and mental diseases 

(1) Acute emotional disorders 

c. Elective surgery 

5. Require commanders in areas having more 
than one medical service facility to establish a clear- 
ing point to assure that all Service hospitals are 
used to the optimum. 
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More Women Foreign Physicians Training in U.S. 

The Institute of International Education has 
reported in a new survey that the number of women 
foreign physicians training in United States hos- 
pitals rose 82 per cent during 1957-58. This increase 
is part of a steady increase of all foreign doctors- 
male and female—training here each year. 

According to the Institute a total of 7,622 foreign 
physicians—a year’s increase of 13 per cent—was 
in residency or internship in this country in 1957- 
58, of whom 1,649, or 22 per cent were women. 

The area sending the largest number of both men 
and women doctors (34% ) was the Far East. Sixty 
per cent of the women physicians were from that 
part of the world with almost half of them from the 
Philippines, which leads all other countries in train- 
ing medical personnel in the United States. 

General surgery was the most popular field of 
specialization among foreign physicians, followed 
by general medicine, obstetrics, gynecology, pathol- 
ogy, psychiatry, pediatrics, anesthesiology and in- 
ternal medicine. 

Twenty-five per cent of the foreign doctors were 
found in New York, with the remainder distributed 
throughout forty-four other states, the District of 
Columbia, Hawaii and Puerto Rico. Eight hospitals, 
led by Bellevue Hospital Center, New York, re- 
ported more than fifty foreign physicians on their 
staffs. 

Polio and Arthritis Foundations Issue Statements 

The National Foundation for Infantile Paralysis, 
now changed to the National Foundation, has an- 
nounced its concept for the future as follows: 

The development of an organized voluntary force 
in the fields of medical research, patient care and 
professional education, flexible enough to meet new 
health problems as they arise, with specific goals 
initially. The heart of the new program is research. 
Research will not be confined to a single disease 
hut will attack, initially, at least five areas. 

Mr. Basil O’Connor, president of the Founda- 
tion, reported that the National Foundation, as it 
now will be known, would (1) carry on its winning 


fight against polio, (2) continue its history-making 
virus research program and (3) investigations of 
disorders of the central nervous system, and to these 
activities would add research and, in the near fu- 
ture, a patient aid program in (4) arthritis and 
(5) birth defects (congenital malformations ). 

Arthritis and birth defects are major health 
problems affecting millions of Americans and 
urgently in need of increased public attention and 
support, he asserted. 

The expanded program will be financed, he said, 
through the traditional March of Dimes conducted 
each January since 1938 by volunteers in 3,100 
chapters across the country. 

Floyd B. Odlum, national chairman of The 
Arthritis and Rheumatism Foundation, issued a 
statement regarding the announcement of the Na- 
tional Foundation for Infantile Paralysis of its 
plans to enter other fields of health, citing in part 
that — 

It is gratifying that Mr. Basil O’Connor and 
the National Foundation for Infantile Paralysis 
have recognized the importance of arthritis as 
the Nation’s Number One Crippler. At the same 
time, it is regrettable that they should not have 
seen fit to join forces with The Arthritis and 
Rheumatism Foundation in order to utilize our 
medical and scientific resources to carry on the 
advances we have achieved to date and thus to 
present a unified front to the problems of ar- 
thritis. 

“Strokes, a Guide for the Family” 

A new booklet, titled Srrokrs, A GUIDE FOR 
THE FAMILY, has been published by the American 
Heart Association and its affiliates. As the title 
indicates, it was prepared primarily for those who 
live with or care for the stroke patient. Copies of 
this booklet are available from the Rhode Island 
Heart Association, 100 Lockwood Street, Provi- 
dence, and may be requested by physicians to give 
to the families of such patients. Copies may also be 
obtained by nurses, physical therapists, speech 
therapists, and others concerned with the rehabilita- 

continued on next page 
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tion problems of stroke sufferers. 

The booklet emphasizes the importance of early 
rehabilitation and of close co-operation between the 
physician and members of the family in helping 
stroke patients regain many of their abilities. It 
gives specific suggestions for self-help devices that 
can be used at home and also lists a number of 
sources through which additional help may be 
sought during the rehabilitation process. Also in- 
cluded are recommendations for the families of 
patients requiring treatment over a long period of 
time and a discussion of the special problems of the 
patient with aphasia. 


Former Rhode Island Physician Appointed 

Dr. Clinton B. Leech, formerly of Providence, 
and for several years chairman of the Committee 
on Public Policy and Relations of the Rhode Island 
Medical Society, was recently named chief of medi- 
cine at the Broward General Hospital in Fort 
Lauderdale, Florida. 


Postgraduate Course on Diseases of the Chest 

The American College of Chest Physicians will 
present a postgraduate course on diseases of the 
chest at the Park-Sheraton Hotel in New York 
City from November 10 through the 14. This 
course will offer the most recent advances in the 
diagnosis and treatment, both medical and surgical, 
of chest ailments. Tuition for the course is $100, 
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and additional information may be secured ‘rom 
the College at 112 East Chestnut Street, Chicago, 


One of the Best State Safety Records 

Rhode Island, New Jersey, New York, and 
Connecticut can boast the best safety records 11 the 
country, according to the publication Patterns of 
Disease, prepared by Parke, Davis & Company for 
the medical profession. It reports on a recent study 
which revealed that the accidental death rates in 
those states was under 50 per 100,000 population. 
The geographic pattern of accidental death rates 
is largely determined by the death rate from motor 
vehicle accidents, leading cause of accidental deaths 
in this country Patterns points out. 


Safety of New “Suntan” Pills Questioned 

The usefulness and safety of the new “suntan 
pills” have not been definitely proved, according to 
a report by the American Medical Association's 
Committee on Cosmetics. 

In fact, there are many unanswered questions 
about the long-range safety of the drug methox- 
salen (Meloxine, Oxsoralen), according to a spe- 
cial committee report in the August 23 A.M.A. 
Journal. 

Methoxsalen, also known as 8-methoxypsoralen 
or 8-MOP, is a compound that has been used for 
several years to treat vitiligo, a condition in which 
areas of the skin are unpigmented. By giving the 
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drug, followed by exposure to ultraviolet rays, 
pigment formation is induced in vitiligo. 

However, the authors of the report said the re- 
sponse of the skin is “erratic and unpredictable, 
and cosmetically satisfactory repigmentation can 
be obtained in only about one out of every seven 
patients treated.” 

Recently methoxsalen was suggested as a means 
of enhancing the tanning of normal skin and of 
reducing the skin’s sensitivity to light. It is now 
available for these purposes in pill form on a pre- 
scription basis. 

Most investigators agree that the drug helps en- 
hance tanning of normal skin and increases toler- 
ance to light in sun-sensitive persons. But to achieve 
this tolerance, there must be a delicate balance be- 
tween dosage of drug and sun, the doctors said. If 
the person gets too much of either, he may have a 
violent reaction. 

Present experience indicates that most healthy 
adults might safetly take 10 to 20 milligrams of 
methoxsalen by mouth for one to two weeks, Doc- 
tors Marion B. Sulzberger, New York, and Aaron 
B. Lerner, New Haven, Connecticut, said in the 
committee report. 

But its long-term unsupervised use presents the 
following questions: 

— Exactly how effective is the drug in increas- 
ing suntanning and tolerance to light? 

— What will happen to the skin when courses of 
methoxsalen and sun exposure are repeated once 
or twice or oftener each year for many years and 
deeper than normal tan develops ? 

— Will it affect the incidence of skin cancer ? 

— Will the skin’s aging process be delayed or 
accelerated ? 

— How will it affect persons with gastrointes- 
tinal disease, liver disease, or chronic infection ? 


SEPTEMBER, 


In summary, an accompanying Journal editorial 
pointed out that any physician endorsing the use 
of methoxsalen for suntanning must realize that 
there are many unknowns, that there are dangers 
when many persons take an active drug for long 
periods without regular medical examination, and 
that the value of suntanning itself is questionable. 


Report on Hospital Use and Costs Issued 

Hospitals in the continental United States cared 
for 22,993,000 patients in 1957, more than in any 
previous year and an increase of more than 900,000 
from the 1956 total of 22,089,000, the American 
Hospital Association reported last month. 

A total of 3,739,259 babies were born in United 
States hospitals last year, a rise of 248,118 over the 
1956 total of 3,491,141 hospital births. On any 
given day in 1957, an average of 1,320,000 patients 
and 48,775 newborn infants were hospitalized. 


The voluntary hospitals which care for the great 
continued on page 521 
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INCREASED COVERAGE FOR MENTAL, 
TUBERCULOUS AND CHRONIC CASES 
AT NO EXTRA COST! 





As of July 1, 1958 . . . every subscriber covered by 
Blue Cross or by the R. I. Medical Society Physicians 
Service . . . is automatically covered under greatly 


increased benefits for mental, tuberculous, and 


chronic cases. 


These benefits are provided — at no increase in 
rates — to 615,000 Blue Cross and 507,000 Physi- 


cians Service members. 


NEW 
Blue Cross Benefits 


If in a Member Hospital or Service Benefit 
Hospital... 

Daily dollar benefits according to type of contract 
as an allowance for room, board, and general nursing 
care. 

75 days each admission. 

Full payment for these “extra services”: use of 
operating room as often as necessary, all laboratory 
tests, all medical and surgical supplies including 
dressings, bandages, casts, physical therapy, all drugs 
and medications listed in the Pharmacopoeia of the 
U. S., all pathological examinations, basal metabo- 
lism tests and the equipment, intravenous solutions 
and the equipment. 

If in a Nonmember, General Hospital... 

Daily dollar benefits according to type of contract 
as an allowance for room, board, and general nurs- 
ing care. 

75 days each admission. 

Extra services as listed above covered up to 90% 
of the hospital’s billed charges. 

If in Any Other Hospital ... 

Daily dollar benefits according to type of contract 
as an allowance for room, board, and general nurs- 
ing care. 

45 days for the term of the contract. 

Extra services as listed above covered up to 90% 
of the hospital’s billed charges. 


In brief, they entitle a patient with a mental, 
tuberculous, or chronic illness to regular Blue Cross 
or Physicians Service benefits in any member, serv- 
ice benefit, or general hospital. The definition of a 
general hospital has been broadened to include all 
hospitals classified by the American Hospital Asso- 
ciation as general hospitals or acceptable to the Blue 
Cross or Physicians Service corporations as such. 


The following chart lists the new benefits. 


NEW 


Physicians Service Benefits 


Medical visits to non-surgical 
patients in the hospital: $4 
per day, beginning with the 
third day. Maximum: $225 
each admission. 


Medical visits to non-surgical 
patients in any other hos- 
pital: $4 per day, beginning 
with the third day. Maxi- 
mum: 45 days. for term of 
contract. 
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continued from page 519 

majority of the acute short-term cases in the nation 
spent an average of $26.81 a day for the care of eath 
patient, an increase of $1.82 over 1956. In these 
hospitals, the average expenditure on each patient 
in 1957 was $198.39 compared with $181.43 in 
1956. The average patient stay in the voluntary 
hospitals was 7.4 days, a slight decrease from 7.5 
days in 1956. 

Patients in voluntary hospitals paid an average 
of $1.52 a day less in 1957 than it cost to care for 
them. Total income from patients in all voluntary 
hospitals in 1957 was $2,878,254,000, while ex- 
penses were $3,050,398,000. Patient income made 
up 94.3 per cent of the total income of all these 
hospitals in 1957, as compared with 96.1 per cent 
in 1956. The balance came from contributions, 
grants and income from such sources as endow- 
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ments. 

The 6381 nonfederal hospitals in the continental 
United States reported total expenses of $5,483,- 
(96,000, of which 62 per cent, $3,402,172,000, was 
for payroll. These hospitals employed 1,215,388 of 
the 1,401,232 personnel in all hospitals. 

In 1957, an average of 107 personnel per 100 
patients were employed in all hospitals, as compared 
with 101 in 1956. Within this average was a range 
from 218 personnel per 100 patients in voluntary 
short-term hospitals to 32 per 100 patients in non- 
federal psychiatric hospitals. 








Attention All General Practitioners 
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SPONSORED BY 
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American Academy of General Practice 


Rhode Island Medical Society 


Rhode Island Division, 
American Cancer Society 


SUNDAYS ... October 19 and 26 
9:00 A.M. 
PETERS HOUSE AUDITORIUM 
Rhode Island Hospital 


Attendance limited to 20. Fee: $10.00 
For additional information: 
Dr. Herbert Fanger 
Rhode Island Hospital (DExter 1-4300) 
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Other facts released by the Association were : 

More than 260,000 professional nurses worked 
full-time in hospitals in 1957. This included nearly 
230,000 nurses as hospital employees and more than 
30,000 private duty nurses. In addition, almost 
58,000 professional nurses served in hospitals on 
a part-time basis. 

More than half of all United States hospitals were 
voluntary. Sixteen per cent were proprietary, and 
32 per cent were operated by agencies of federal, 
state or local government. 

Ninety-five per cent of all hospital admissions 
last year were to general hospitals. However, psy- 
chiatric hospitals cared for 51 per cent of the total 
number of patients hospitalized on any one day. 

The general hospitals and the psychiatric hos- 
pitals each had 45.5 per cent of the total of 1,558,691 
hospital beds in the continental United States. The 
remaining nine per cent of beds were divided almost 
evenly between tuberculosis hospitals and other 
special hospitals. 

Thirty-six per cent of all U.S. hospitals had less 
than 50 beds, 23 per cent had from 50 to 99 beds, 
27 per cent had between 100 and 299 beds, and 14 
per cent had 300 beds or more. 

The 437 federal hospitals, representing 6.4 per 
cent of all U.S. hospitals had a bed complement of 


183,002. The 173 Veterans Administration hos- 
concluded on next page 
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pitals had 120,824 beds, or 66 per cent of the total 
hospital beds operated by the Federal gover: nent, 


Toothbrushing Neglected, Report Shows 

Most Americans may possess a toothbrush— 
but that is no assurance of its use. 

“Probably no other article in the crowded cos- 
metic field is so highly proclaimed in public and 
so highly disregarded in private as the toothbrush,” 
THE JOURNAL OF THE AMERICAN DENTAL <Asso- 
CIATION said editorially recently. 

The editorial cited two studies, the most recent 
one indicating that two out of every three ‘“work- 
ing” toothbrushes in the United States are not fit 
for use. 

The study covered 1,000 families. Of 2,032 
toothbrushes examined, 1,219 were in unusable 
condition, 90 were in doubtful condition and only 
700 were considered serviceable. 

The editorial noted that indifference to tooth- 
brushing was prevalent despite “the wealth of 
mouth hygiene information annually released in 
schools, in the press and over the air.” 

It said that during 1957, seven major toothbrush 
manufacturers spent more than $1,390,000 for 
magazine, newspaper and television advertising 
which not only extolled the virtues of particular 
brushes, but explained their use and praised the 


benefits of brushing. 
concluded on page 524 











11th ANNUAL 
DR. ISAAC GERBER ORATION 


“SOME INFLUENCES OF THE INTRACRANIAL CONTENTS 
ON THE ROENTGEN APPEARANCE OF THE SKULL” 


LEO M. DAVIDOFF, M.D. 


Professor and Chairman, Department of Surgery, 
Albert Einstein College of Medicine, New York City 
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At the Auditorium of the Miriam Hospital 
Meeting Open to All Doctors of Medicine 
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BOOK REVIEWS 





THE ATOMIC AGE AND OUR BIOLOGI- 
CAL FUTURE by H. V. Brondsted. Philo- 
sophical Library, Inc. N.Y., 1958. $2.75 
The book is written in a style very easy to read, 

about a subject which has commanded a great deal 

of attention in our own literature this past year. 

The biogenetic effects of radiation are of great con- 

cern to us, and will certainly become increasingly 

so. Professor Brondsted is well qualified and is the 
author of numerous other scientific books and pa- 
pers, particularly in experimental embryology. He 
discusses in detail, ionizing radiation and its gene- 
tic effects, painting all-the-while a quite gloomy 

picture. It is his feeling that when dealing with a 

thing as dangerous as radiation, it is better to be 

over-cautious than too daring. He emphasizes par- 
ticularly the dangers of hydrogen-bomb explosions 
and the production of the powerful radio-active 

strontium 90. 

The discussion occasionally touches on philo- 
sophical aspects of the problem, particularly in 
regard to our responsibility to future generations. 

The book is recommended to all those interested 
in atomic medicine. 

THOMAS ForRSYTHE, M.D. 


GENERAL DIAGNOSIS AND THERAPY 
OF SKIN DISEASES. An Introduction to 
Dermatology for Students and Physicians by 
Hermann Werner Siemens, M.D. Translated by 
Kurt Wiener, M.D., University of Chicago 
Press, Chicago, 1958. $10.00 
In the preface to the German edition of this book, 

the author states that the only excuse for another 
textbook on dermatology is a new approach to the 
teaching of the subject. There is no question but 
that the approach presented in this textbook is new 
and different. One must decide, however, whether 
the new is better than the old. 

Most textbooks of dermatology, following an 
introduction devoted to anatomy, physiology, 
chemistry, etc. of the skin, then proceed to cover 
the various types of cutaneous disease such as 
dermatoses due to physical agents, dermatoses due 
to chemical agents, dermatoses due to metabolic 
disorders, etc. Siemens has a very short introduc- 
tury section on anatomy and histopathology. He 


then presents his review of dermatology in two sec- 
tions. The first, approximately two hundred pages 
in length, is covered by the heading of General 
Diagnoses. This includes seven chapters titled as 
follows: 1. The Color, 2. The Lesions, 3. Extent, 
Shape and Distribution, 4. Hair and Nails, 5. Sys- 
temic Symptoms, 6. Subjective Symptoms and 
History, and 7. Auxiliary Diagnostic Techniques. 
In each of these chapters the author reviews the 
subject, indicated by the title, referring to specific 
dermatoses only in illustration of a point. As a re- 
sult, the book lacks complete systemic coverage of 
the various dermatoses. Discussion of acne for 
example, consists of just one paragraph which is 
limited to consideration of the acne papule. The 
second section, covering about one hundred pages, 
is titled General Principles of Therapy. It includes 
the following chapters: 8. The Vehicles, 9. Medica- 
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IMPORTANT ANNOUNCEMENT 


AFTER MANY MONTHS OF CAREFUL 
STUDY YOUR RHODE ISLAND MEDICAL 
SOCIETY COMMITTEE ON INSURANCE 
HAS APPROVED AN EXCELLENT 
NEW PROGRAM OF... 


CATASTROPHIC 
Hospital — Nurse Expense Insurance 
and 


OVERHEAD EXPENSE REIMBURSEMENT 


* * * 


LOOK FOR THE DETAILS 
in your mail this month 


This plan is considered to be most advan- 
tageous to members. Be sure to give it serious 
consideration! 


R. A. Derosier Agency 
32 Custom House Street 
Providence 3, Rhode Island 
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tions in the Stricter Sense (Active Ingrediciits), 
10. The Administration of the Treatment, 11. (hy- 
sical Therapy, 12. Minor Surgery in Skin Diseases, 
13. Systemic Treatment of Skin Diseases, 14. ‘I her- 
apy and Experience. 

It is my opinion that the author must be com- 
mended for three reasons. First, because oi! the 
excellent photographs, 375 in all, with which this 
book is illustrated. Second, because the section on 
therapy includes a fine presentation of the general 
principles of dermatologic therapy and types of 
dermatologic medicaments. Third, the author must 
be commended for his courage in defying tradition 
and writing a new type of textbook. 

However, it is the reviewer's opinion that this 
book, while of value to the dermatologist, will only 
be confusing to the student and non-dermatologic 
physician. Its unorthodox presentation results in 
many gaps in those areas of information of impor- 
tance to the student. Accordingly, the use of a text- 
book employing the standard approach is preferable 
for the student and general practitioner. 


ARTHUR B. KERN, M.D. 





THROUGH THE MICROSCOPE 
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A.M.A. to Survey Legal Profession 

A survey of attorneys on various subjects of 
mutual interest to physicians and lawyers will be 
conducted early this fall by the A.M.A.’s Law De- 
partment. Approximately 10,000 lawyers will be 
asked to answer questions on interprofessional 
relations, medical professional liability and expert 
medical testimony. The need for such a study 1s 
evidenced by the fact that as high as 80 per cent 
of all cases tried today require medical testimony 
and that seven out of ten personal injury cases are 
decided on medical rather than legal considerations. 
The medical profession should be aware of the 
problems of attorneys and the role of medicine in 
the judicial system. It is hoped that this informa- 
tion can be used to promote good working relations 
between physicians and attorneys. 


Over One Million Dollars Given 
for Heart Research 

The Life Insurance Medical Research Fund has 
given eighty-one awards totaling $1,098,680 in 
support of heart research during the coming year. 
Fifty-seven of the awards are in the form of grants 
to research institutions—medical schools, univer- 
sities and hospitals—for specified projects in basic 
heart research. These institutions are located in 
eighteen states, the District of Columbia, Puerto 
Rico, four Canadian provinces and the Nether- 
lands. 
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